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Objectives: To synthesize published research exploring emergency department (ED) communication
strategies and decision-making with persons living with dementia (PLWD) and their care partners as the
basis for a multistakeholder consensus conference to prioritize future research.
Design: Systematic scoping review.
Settings and Participants: PLWD and their care partners in the ED setting.
Methods: Informed by 2 Patient-Intervention-Comparison-Outcome (PICO) questions, we conducted
systematic electronic searches of medical research databases for relevant publications following standardized methodological guidelines. The results were presented to interdisciplinary stakeholders,
including dementia researchers, clinicians, PLWD, care partners, and advocacy organizations. The PICO
questions included: How does communication differ for PLWD compared with persons without
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dementia? Are there speciﬁc communication strategies that improve the outcomes of ED care? Future
research areas were prioritized.
Results: From 5451 studies identiﬁed for PICO-1, 21 were abstracted. From 2687 studies identiﬁed for
PICO-2, 3 were abstracted. None of the included studies directly evaluated communication differences
between PLWD and other populations, nor the effectiveness of speciﬁc communication strategies.
General themes emerging from the scoping review included perceptions by PLWD/care partners of
rushed ED communication, often exacerbated by inconsistent messages between providers. Care partners consistently reported limited engagement in medical decision-making. In order, the research priorities identiﬁed included: (1) Barriers/facilitators of effective communication; (2) valid outcome
measures of effective communication; (3) best practices for care partner engagement; (4) deﬁning how
individual-, provider-, and system-level factors inﬂuence communication; and (5) understanding how
each member of ED team can ensure high-quality communication.
Conclusions and Implications: Research exploring ED communication with PLWD is sparse and does not
directly evaluate speciﬁc communication strategies. Deﬁning barriers and facilitators of effective
communication was the highest-ranked research priority, followed by validating outcome measures
associated with improved information exchange.
Ó 2022 The Authors. Published by Elsevier Inc. on behalf of AMDA e The Society for Post-Acute and
Long-Term Care Medicine. This is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).

Conveying medical information and weighing various diagnostic
and therapeutic approaches in the emergency department (ED) is
difﬁcult for all aging adults. As depicted in Figure 1, the process of
medical communications is complicated by the distractions of an often
chaotic environment, diagnostic uncertainties amidst an evolving
stream of laboratory and imaging data, patient and family emotions
associated with acute illness or injury, and health literacy among
many other contextual and interprofessional factors.1 In ED populations without dementia, communication is imperfect with
incomplete recollection of test results, presumptive diagnoses, prescriptions, and follow-up recommendations.2,3 Approximately 75% of
a patient’s ED time is spent not interacting with healthcare teams, and
older adults identify poor communication as a problematic aspect of
emergency care.4e7 Communication strategies striving to improve ED

nurse/physician-to-patient information exchange such as TeachBack
are inconsistently effective in nondementia populations and untested
in subsets with dementia and their care partners.8 Increasingly,
healthcare disparities associated with dementia are acknowledged.9
For example, limited health literacy is a source of healthcare
disparity, interacts with the severity of dementia, is a communication
barrier, and yet is not routinely evaluated in ED settings.10,11 Shared
Decision Making (SDM) is an evolving approach to engage patients
and families of all health literacy levels in complex medical conversations, but emergency medicine research often excludes individuals
with dementia.12e14 Amidst layers of communication complexity,
recognized dementia is independently associated with ED returns
within 1-month, so improving communication strategies may
improve operational efﬁciencies and patient satisfaction.15,16

Fig. 1. Multi-level Complexities of Emergency Department Communication and Decision-Making with Persons Living with Dementia.
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ED-based observational studies using validated cognitive
screening instruments suggest a dementia prevalence ranging from
12% to 43% with a weighted mean prevalence of 31%.17 The Geriatric
Emergency care Applied Research 2.0-Advancing Dementia Care
(GEAR 2.0-ADC) Network is an interdisciplinary group of dementia
researchers, clinicians, patients, and care partners focused on 4
components of ED dementia care: communication/decision-making,
detection, best practices, and care transitions.18 The primary objective of this manuscript was to prioritize research questions for ED
communication/decision-making with persons living with dementia
(PLWD) and/or their care partners. A secondary objective was to
describe the current state of reporting around health disparities in the
ED communication/decision-making published research.
Methods
Study Design
This study was designed to select and prioritize the research
questions for ED communication/decision-making with PLWD and
their care partners. Based on recommendations from the 2017 Dementia Care Summit, we use the term care partner to denote both
traditional caregivers and other engaged individuals sharing a reciprocal relationship with PLWD.19 We conducted a scoping review of
articles related to communication and decision-making involving
PLWD and their care partners in the ED. The scoping review was
subsequently used for Consensus Conference stakeholders to prioritize future research questions exploring ED communication for PLWD
and their care partners. Our protocol was registered with Open Science Framework Registries (Registration DOI 10.17605/OSF.IO/VXPRS)
and adheres to the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses Extension for Scoping Reviews (PRISMA-ScR)
reporting guidelines.20
Search Strategy
In collaboration with a medical librarian in partnership with
several librarians and project team members from the GEAR 2.0-ADC
Task Force, a comprehensive search of the literature was created. All
searches were performed in March 2021. The search was adapted from
a GEAR 2.0-ADC Task Force baseline search to ﬁt the needs of the
speciﬁc project question and translated for the following databases:
MEDLINE (Ovid), Cochrane Central Register of Controlled Trials
(CENTRAL), Embase (Embase.com), CINAHL (Ebsco), PsycINFO (Ebsco),
PubMed Central, Web of Science (Clarivate), and Proquest Global
Theses and Dissertations. Full details of the search terms are provided
in Supplementary Material 1.
Study Selection and Abstraction
A priori exclusion criteria for individual articles included non-ED
settings, failure to evaluate communication or decision-making strategies, lack of inclusion of PLWD or suspected dementia, no comparison of strategies between patients with dementia and patients
without dementia, or lack of original research data. During the ﬁrst
phase of screening, 2 authors independently reviewed the titles and
abstracts identiﬁed from the search strategy for both PatientIntervention-Comparison-Outcome (PICO) questions for inclusion
using Covidence. In the second phase, the same 2 authors independently reviewed the full text documents for inclusion. Unpublished
abstracts presented at scientiﬁc meetings were not included. No
publication date or language exclusions were applied. Unweighted
Cohen kappa was used to quantify interrater agreement. Another
author adjudicated any disagreements.
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Data abstraction forms were developed, tested, and reﬁned. Data
extracted from each individual study was summarized in standardized
tables. Two authors independently abstracted study setting and
timeframe, inclusion/exclusion criteria, study design, primary outcomes, health equity factors reported, communication-related outcomes, and study limitations.
Results
GEAR 2.0-ADC participants were identiﬁed by their active membership in geriatric emergency medicine interest groups with the
Society for Academic Emergency Medicine, American Geriatrics Society, Gerontological Society of America, and Alzheimer’s Association,
as well as prior publications in the domains of geriatric emergency
medicine and cognitive dysfunction. The GEAR 2.0-ADC
Communication/Decision-making Work Group included 6 emergency medicine physicians, a geriatrician, 1 nurse, 2 social workers, a
pharmacist, 1 care partner, 2 PLWD, and a research coordinator. The
Work Group participated in monthly teleconferences to derive pertinent PICO questions, prioritize those PICO questions, derive a reproducible search strategy, independently ﬁlter the results of the
electronic search, abstract key results from the original studies that
met inclusion criteria, and synthesize the research ﬁndings into best
practices and knowledge gaps.
PICO Questions
The GEAR 2.0-ADC Communication/Decision-Making Work Group
derived and reﬁned 16 potential key questions summarized in Table 1.
The 53 members of the GEAR 2.0-ADC Task Force then prioritized

Table 1
GEAR 2.0-ADC Communication and Decision-Making Questions Developed
1. What are the modiﬁable barriers to effective communication or facilitators
of effective communication with persons living with dementia (or their care
partners) during an episode of ED care?
2. What dementia severity threshold (if any) should trigger engagement of
care partner in ED decision-making?
3. Do ethnic, gender, and socioeconomic factors (patient characteristics) or
unconscious biases (provider factors) inﬂuence communication for ED
patients living with dementia (or their care partners)?
4. In the ED that includes social work, nurses, physicians, technicians, case
managers and pharmacists, who is best suited to provide medical
communication to patients with dementia (or their care partners)?
5. Who are the essential participants in the stream of ED communication with
patients with dementia (or their care partners)?
6. What are the most accurate and reliable measures or outcomes of “effective
communication” in patients with dementia?
7. What outcome measures are associated with “ineffective communication”
for patients with dementia?
8. What are the essential elements of information to communicate to persons
with dementia during an episode of ED care?
9. When during an episode of ED care is communication most safe, effective,
and efﬁcient for persons with dementia and their care partners?
10. What unintended consequences or harms are associated with attempts to
adapt communication between ED healthcare providers and persons with
dementia (and the remainder of the ED patient population)?
11. What are the costs of inadequate dementia communication strategies?
12. How and when should the communication strategy adjust based on
dementia severity and presenting illness acuity/severity?
13. How does the ED team identify a dementia patient’s preferred “care
partner” for communication?
14. How does ED infrastructure and resources support communication with
dementia patients and their care partners?
15. Which communication strategies are worth evaluating in ED settings
(Teach Back, healthcare coaching, etc.)?
16. What non-verbal signs (like anxiety) can ED providers recognize to
identify inadequate communication during an episode of care?
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these questions by an online survey. PICO questions were developed
based on these stem questions and are described in Supplementary
Material 1.
(1) How does “communication and decision-making” differ for
persons with dementia compared with persons without
dementia?
(2) Are there speciﬁc medical communication strategies (such as
“Teach Back” or next day telephone follow-up) that improve
the process or outcomes of ED care in persons with dementia?
PICO-1: Communication Differences Between Patients with
Dementia and Patients without Dementia/Care Partners
The literature search identiﬁed 145 manuscripts and abstracts for
full-text review, with 21 ultimately meeting inclusion criteria after
adjudication. The interrater agreement for inclusion or exclusion
during the initial screening of abstracts and titles was poor (k ¼ 0.16)
and did not improve during the full-text reviews (k ¼ 0). Most disagreements revolved around whether a communication strategy was
being evaluated or described comparatively between dementia and
non-dementia populations. Supplementary Material 2 provides details of the inclusion and exclusion decisions, and Table 2 summarizes
the included studies.
None of the studies evaluated a communication strategy. Some
researchers surveyed PLWD or dyads of PLWD-care partners about
barriers or facilitators of effective communication in the medical
setting. Others surveyed older adults without stratifying responses by
the presence or absence of dementia. Few studies occurred in the ED
setting, but instead incorporated the ED as part of the overall hospital
communication experience. Some studies excluded individuals from
nursing homes, and none of the studies evaluated the severity of
dementia in association with the effectiveness of communication.
Evaluating health equity was not the focus of any of these studies and
some intentionally excluded individuals with severe dementia or
sensory impairments. Most of the included studies were from the
United States (8)5,21e26 with the remainder of the studies from the
Canada (3),27e29 United Kingdom (1),30 Ireland (2),31,32 France (1),
Denmark (1), Sweden (1), and Switzerland (1). The UK study was a
government report published as an online book, and 2 separate
textbook chapters were included.30 One study included multiple
mainland European sites,33 and another was a systematic review of
older adult views around ED care processes.34
ED-Based Research
Twelve studies evaluated elements of communication in the ED
setting.5,21,24e29,31,34e36 Baraff et al conducted a patient focus group to
understand older adults’ perspectives on the ED experience. Patient
participants noted that ED staff communication is usually lacking and
often rushed.5 Benjenk et al reported a multivariable regression
analysis in which cognitive impairment was not independently associated with medication knowledge, follow-up adherence or awareness
of “red ﬂag” symptoms.21 Gettel et al interviewed patients after an ED
evaluation for a fall, noting that a prevalent communication problem
was discordant messaging between physicians in the ED, hospital, and
primary care ofﬁce.24 Han et al noted an association between dementia and patient misunderstanding of ED diagnosis, return precautions, or follow-up instructions.25 Suffoletto et al also noted an
association between cognitive impairment and poor comprehension
of ED diagnosis, anticipated course of illness, and return precautions.26
Similarly, Marr et al noted decreased retention of ED discharge instruction knowledge at 66% for PLWD.27 Marr et al also noted poor ED
provider-to-PLWD communication, exacerbated by inconsistent
messaging between providers and inadequate support for non-

English speaking individuals.27 Dunnion et al surveyed ED nurses
and physicians, as well as outpatient consultants noting that interprofessional communication is disjointed with substantial opportunities to improve older adult care with improved information exchange and consistency of messaging with patients.31 McCusker et al
surveyed ED patients and noted an association between communication problems and perceptions of lower quality care with corresponding unwillingness to return to the same ED for subsequent
care.28
Parke et al surveyed 10 PLWD-care partner dyads along with 10 ED
nurses and noted 4 themes around a “negative reinforcing consequences of a cascade of vulnerability”: under-triage, waiting/worrying
about what was wrong, provider time pressures while ignoring basic
needs (food, toileting, comfort), and interactions leading to feelings of
being forgotten and unimportant.29 Similarly, Watkins et al interviewed 15 families of PLWD about their ED experience with the
following priorities identiﬁed: quick triage, privacy, sufﬁciently
frequent contact with ED healthcare team, and compassion.36 Nielsen
et al interviewed 11 older adults discharged from the ED noting that
attention to pain and activity limitations and frustrations/concerns,
while being involved and listened to during the ED visit were central
to their satisfaction with care.35 Shankar et al published a systematic
review focusing on patient-centered care for older adults in the ED
that was not focused on either PLWD or communication, but recommended that physicians and nurses minimize barriers to effective
communication by acknowledging that some older adults (such as
PLWD) may require accommodations for reliable information exchange and retention.34

Prehospital and Hospital-Based Research
Gettel et al reported that baseline mental status was missing in 75%
of nursing home-to-ED transfers.23 Nilsson et al surveyed nurses (88%)
and physicians (7%) from a geriatric acute care unit who noted that
only 27% formally assessed cognitive impairment, and that younger
aged healthcare providers and assistant nurse status were associated
with negative attitudes toward PLWD.37 Harwood et al describe a
hospital training course to improve communication with PLWD. After
the course, providers’ conﬁdence to communicate with PLWD
improved, but communication became more controlling/domineering.30 The same government report from Harwood et al described
video recordings of 41 hospital encounters between inpatient nurses/
physicians and PLWD noting that mixed messaging or vague/
nonspeciﬁc language was irritating for the patient, but closing a
conversation with an open-ended question was sometimes problematic for the healthcare team with multiple responsibilities.30 Petry
et al interviewed 18 families of PLWD and care-partner dyads after a
hospitalization, noting that encounters lacking attributes of caring
attentiveness or empathy were frequent and associated with doubts
about health professional’s aptitude to provide healing care.38 Pilotto
et al hypothesized about the potential for “information and communication technology systems” to improve PLWD patient safety and
quality of life after a hospitalization via monitoring of ambulation and
medication use, while providing an easily accessible emergency
communication device.33 Surveyed PLWD care partners believed that
this technology was more likely to promote patient safety and
communication for persons living with moderate dementia than for
those with mild or severe dementia.33
PICO-2: Dementia Communication Strategies
The literature search identiﬁed 2687 titles, and 43 were reviewed
as full texts. A total of 3 articles were included in the evidence synthesis of this question (Supplementary Material 3). The interrater

Table 2
PICO-1 Evidentiary Table: Dementia/Nondementia Differences
No. patients (Median or Mean
Age)

Inclusion Criteria/Exclusion
Criteria

Study Design

Factors Assessed or Primary
Outcome

Healthcare Equity Factors
Assessed or Reported

Prevalence of
Communication-Related
Outcomes

Comments and Limitations

Baraff 1992, older adult
(65 y) focus groups in
Boston,
Los Angeles, Pittsburgh,
Youngstown, and Norwalk,
unreported period of time

The number of participants
per group ranged from 5 to
13,
but neither the total number
nor
the mean age of participants
were reported

Participating older adults
identiﬁed by ED logs or by
contacting senior citizen
groups and centers. One or
two family members were
also included in each group.
Participants were not paid
No exclusion criteria reported

Qualitative focus group with
1-2 moderators per group
and tape-recorded sessions
using open-ended
questions. Moderators were
mostly emergency
physicians or clinical social
workers.

None

699 eligible for analysis in at
least 1 of 3 care transition
pillars
mean age not reported but
ages
60‒64 y (23%), 65‒69 y
(26%), 70‒74 y
(18%), 75‒79 y (13%), 80‒
84 y (11%), 85 y (9%)

Age  60, English-speaking,
primary care physician
within the recruiting ED
healthcare system,
community-dwelling,
working phone.
Excluded if admitted, in ED >
24 h, discharged to
hospice or long-term care,
homeless, involved with
transitional care team, or
behavioral health visit.

Secondary analysis of data
collected from control arm
of randomized controlled
trial assessing ED-to-home
care transition intervention.
Research assistants surveyed
patients in ED and 4 d after
ED discharge.
The presence/absence of
cognitive impairment was
assessed with the Short
Blessed Test (>10 threshold
for abnormal).
Bivariate and multivariable
logistic regression modeling
reported to identify
independent factors
associated with adherence

 Participants reported “The
staff do not listen”
 ED staff are too rushed and
“.we need a little time.
Because our thoughts do
not always come as quickly
as we’d like, and we speak
and sometimes we might
forget some of the things
we might say.”
 Higher
proportions
of
cognitive impairment
noted with medication
nonadherence (22% nonadherent had cognitive
impairment vs 16%
adherent), follow-up
nonadherent (25% vs 17%),
and inadequate knowledge
of red ﬂags (22% vs 12%).
 Bivariate regression analyses demonstrated no independent association
between cognitive impairment and medication or
follow-up adherence, or
knowledge of red ﬂags (aOR
1.16, 95% CI 0.69-1.95).

 Early qualitative research
without quantitative or
comparative reporting
 No assessment of dementia/nondementia communication differences

Benjenk 2020, older adults
recruited from 3 academic
medical center EDs from
Madison, WI (1) or
Rochester, New York (2)

Factors for which focus group
participant commentary
sought included quality of
medical care, time in ED,
staff interactions, patient
anxiety, clinical care
environment, knowledge of
emergency care,
transportation, billing, and
“fears of the elderly”.
Care transition management
pillars assessed: medication
self-management; primary
care/specialist follow-up;
knowledge of “red ﬂags”.

Cooper 2016, panel synthesis
of best communication
practices to facilitate goal
concordant care in seriously
ill older patients with
surgical emergencies

Interdisciplinary panel of 23
national
leaders in acute care:
[surgery (5),
general surgery (1), vascular
surgery (1),
surgical oncology (3),
palliative medicine (5),
critical care (4), emergency
medicine (2),
anesthesia (1), and health
care innovation (2)]

No inclusion or exclusion
criteria since no patientindividuals

1-d conference at Harvard
Medical School led by a
professional moderator to
explore the concept,
content, format, and
usability of a
communication framework.
Participants evaluated
communication between
the resident, patient, and
surrogate from 3
perspectivesdsurgeon,
surrogate, and patientdin
small groups to share their
expertise and outline
strengths and weaknesses of
the conversation.

9 key elements of a
framework: (1) formulating
prognosis; (2) creating a
personal connection; (3)
disclosing information
regarding the acute problem
in the context of the
underlying illness; (4)
establishing a shared
understanding of the
patient’s condition; (5)
allowing silence and dealing
with emotion; (6)
describing surgical and
palliative treatment
options; (7) eliciting
patient’s goals and
priorities; (8) making a
treatment
recommendation; and (9)
afﬁrming ongoing support
for the patient and family.

92.5% of enrollees were white,
46% male, 32.5% lived alone,
39% had less than college
education, and 10.6% had
inadequate health literacy.

None

 The advisory panel recommendations included (1) a
delineation of the key elements of a communication
framework, and (2) identiﬁcation of core communication techniques that
should run through the
entire surgeonepatient
conversation.

 Results are not stratiﬁed by
presence/absence of cognitive impairment.
 No speciﬁc communication
strategy was evaluated.
 None of the factors assessed
were independently associated with medication
adherence.
 Only poor health status was
independently associated
with follow-up adherence.
age,
depressive
 Older
symptoms, and having 1
functional limitation associated with less knowledge
of red ﬂags.
 Health equity factors (race,
sex, health literacy) not
independently associated
with adherence to any of
the 3 pillars.
 Barriers to shared decision
making identiﬁed including
symptom severity, inadequate decisional capacity
and care partner preparedness to serve as surrogate
decision-maker.
 No strategies for enhancing
communication with dementia patients evaluated
or summarized.
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Study, Location, Timeframe
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A semistructured interview
guide was developed based
on prior qualitative research
on falls and the expertise of
the study authors. One
interview guide was tailored
to the patient and another to
the caregiver.
Domains assessed included
the post fall recovery period,
the SNF placement decisionmaking process, and the
ease of obtaining outpatient
follow-up.
Presence/absence of cognitive
impairment assessed using
Six Item Screener with <4
considered abnormal
Interviews lasted a mean of
43 min, with a range of 14 to
109 min.

Patients age 65 y who
presented to ED within 7 d
of a fall, if they primarily
spoke
English or Spanish, and if their
ED clinician determined
they
were likely to be discharged
from the ED.
Also included patients
enrolled in the Geriatric
Acute and
Post-acute Fall Prevention
Intervention trial.

Gettel 2020, characterize
patient- and caregiverspeciﬁc perspectives
about care transitions after a
fall in two different Rhode
Island EDs:
an academic community
hospital and a Level I trauma
center
within the same health
system from June 2018 to
January 2019.

Four main themes identiﬁed:
(1) the fall as a trigger for
psychological and
physiological changes, (2)
SNF placement decisionmaking process, (3) direct
effects of fall on caregivers,
and (4) barriers to receipt of
recommended follow-up.

NH-ED transfer documents
were present for 97% of
visits, and an average 11.9 of
15 INTERACT core items
were complete. Usual
mental status and reason for
transfer were absent for 75%
of patients, whereas
functional status was absent
for 80%. The multivariable
model showed that a higher
Charlson Comorbidity Index
score (coefﬁcient 0.08,
standard error 0.04, P ¼ .03)
was associated with more
complete documentation.

Retrospective study using two
abstractors blinded to the
study aims.
Study data were abstracted
from the EHR. The EHR
contained the record of the
ED visit and NH-ED transfer
documentation.

Eligible for inclusion if they
were 18 or older,
residing at a NH within RI,
and had been
transferred to one of the 3
EDs within the given time
frame.
Exclusions included patients
transferred from
assisted living, retirement
communities, or
independent living
communities as well as
patients transferred to
another hospital
after their ED visit and
patients who left before care
was complete.

A total of 22 interviews were
completed
with 10 patients, 8
caregivers, and 4
patient/caregiver dyads
within 6-mo
after the initial ED visit,
patient average age 83 y

None

Exploratory descriptive design
Two precoded questionnaires
were constructed, one for
administration to ED staff
and the other to primary
care staff in a number of
settings

Some members of the primary
care team were excluded

222 medical and nursing staff
in the ED
primary care area. Surveys
distributed to
all grades of qualiﬁed nurses
(clinical nurse
managers, staff nurses) (n ¼
27) and all
grades of medical staff
(consultants,
registrars, senior house
ofﬁcers)
(n ¼ 34) in ED; all public
health
nurses (n ¼ 59), all practice
nurses (n ¼ 34) and general
practitioners (n ¼ 68) in the
primary care area.
474 NH-to-ED transfers to 1 of
3 EDs,
mean patient age 76 y

Dunnion 2008, purposeful
sampling survey of medical
and
nursing staff at single ED at a
regional hospital and the
surrounding primary care
area in Ireland exploring
documentation
issues when discharged
older adults home from the
ED

Gettel 2019, chart review
exploring the completeness
of NH transfer
documentation according to
expected core components
against the
INTERACT 4.0 quality
improvement tool in 3 of
Rhode Island’s (RI)
largest EDs from September
2015 to September 2016.

Factors Assessed or Primary
Outcome

Study Design

Inclusion Criteria/Exclusion
Criteria

No. patients (Median or Mean
Age)

Study, Location, Timeframe

Table 2 (continued )

 Analysis included ED visits
of a large health system in 1
statedresults may not be
generalizable to other
states and healthcare
systems.
 Additional transfer paperwork may not be included
in the EHR if lost in the
ambulance or at the
receiving ED and not
uploaded.
 It was beyond the scope of
this work to categorize patient’s chief complaints as
requiring admission or not
 34% of patients known to
have dementia.
 Usual mental status was
missing for 72% of patients
and 23% of patients for
whom the EHR listed dementia as a diagnosis did
not list dementia in the NHED transfer documentation.
 Compared
with
those
without dementia, study
participants with dementia
had higher Charlson
Comobidity Index and were
older, but had similar 72-h
revisit rates and 30d unplanned readmissions
and were less likely to be
admitted (63% vs 73%, P ¼
.04)
 No
communication
or
decision-making factors
unique to patients with
dementia or differing
between dementia/nondementia patients were
sought or identiﬁed.
 Interviewed patients noted
discordant recommendations between physicians in
the ED, hospital, and primary care ofﬁce.
43% were male, 14% were
nonwhite, and 34% had
dementia.

 Study was conducted at
two EDs within one health
system in the Northeast
United States, therefore
potentially restricting
generalizability.
 Women
were
overrepresented as both patients and caregivers,
reﬂecting that women are
more likely to experience
nonfatal falls and are more
likely to be caregivers.

 Neither the survey nor the
responses highlight unique
communication barriers of
persons with dementia or
comparisons with nondementia populations.
 ED documentation appears
to be handwritten scribble
on “cards” which may have
limited applicability in sites
with contemporary electronic medical records.

Current communication
between ED and the primary
care professionals is
disjointed.
There is a need to develop an
effective referral criteria,
accurate documentation
and prompt referrals.

Responses from 135 of those
surveyed. The primary care
sector respondents
included: public health
nurses: n ¼ 55; general
practitioners: n ¼ 32 and
practice nurses: n ¼ 18.
Respondents from the ED
included 11 doctors from
various grades (intern,
senior house ofﬁcer,
registrar and consultant)
and 19 nurses from various
grades (staff nurse, clinical
nurse manager 2 & 3).

Nine of 14 interviewees were
female, and 2 of 14 had
cognitive impairment. Six of
12 caregivers were
interviewed in reference to
a patient with cognitive
impairment.

Comments and Limitations

Prevalence of
Communication-Related
Outcomes

Healthcare Equity Factors
Assessed or Reported
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Patients 80 y old presenting
to ED in a condition
potentially requiring
intensive care
Exclusion criteria: comatose
on admission or
those deemed unable to
express an
opinion regarding their
disposition

Video recording of 41 hospital
encounters between 26
people with
dementia and 26
professionals using
the sociolinguistic method
of conversation
analysis to study patterns
of real-life communication.

2115 patients, mean age 87 y.

Healthcare team members
identiﬁed as good
communicators by their
peers were targeted

Develop educational
intervention to
improve communication
between
healthcare teams and
persons with dementia

Harwood 2018a, identify
teachable, effective
strategies for
communication between
healthcare professionals and
people
living with dementia, and to
develop and evaluate a
communication skills
training course
Harwood 2018b, understand
how healthcare
professionals
communicate with people
living with dementia
admitted
to geriatric wards at one UK
teaching hospital between
Sep-Dec 2015

Le Guen 2016, 15 hospitals
around Paris France,
November 2004 to January
2006.

ED patients age 65 y and older
were included.
Patients were excluded if they
were present in the ED for
greater than 12 h at
enrollment, non-English
speaking,
were previously enrolled,
did not complete the CAMICU,
were nonverbal or unable to
follow simple commands
at baseline, were
unarousable to verbal
stimuli,
or were from a nursing
home.
Healthcare team members
identiﬁed as good
communicators by their
peers were targeted.

202 patients completed
presenting
illness analysis. 85 patients
did not complete presenting
illness analysis.
Median age for enrolled
patients was 74 y

Han 2011, determine how
delirium and dementia
affect (1) the
accuracy of the presenting
illness and (2) discharge
instruction
comprehension in older ED
patients 65 y and older at an
academic
ED from May 2008 to July
2008

Routine daily encounters on
the ward were recorded
with a wide angle lens
camera and microphone
worn by the healthcare
provider.
Dementia severity ranged
from mild (27%) to
moderate (54%) and severe
(19%) and the average
recording length was
9.5 minutes.
Standardized questionnaire
completed by the
emergency physician
provided individual and
organizational
characteristics general,
social and medical data,
mobility, falls,
hospitalizations, nutritional
status, comorbidities and
treatments, reason for
consultation an initial
severity according to the
MPM II score.

Cross-sectional convenience
sampling conducted in a
tertiary care, academic ED
with 55,000 patient visits
annually.
Presence or absence of
dementia determined by
MMSE <24, IQCODE >3.38,
or dementia documented in
the medical record.
Patients were interviewed and
surrogates independently
completed a written form
after the ED nurse
discharged the patient to
capture comprehension of
instructions
An “intervention development
team” of speech and
language therapists, nurses,
doctors, patient, and public
representatives developed a
dementia communication
skills course after a
systematic review.

The primary outcome is not
clearly deﬁned, but the
authors report whether the
presence of dementia is
associated with physicians
asking critically ill patients
their preference whether or
not to admit to ICU

Patterns between
communication and patient
cooperation or
responsiveness were
synthesized

Two day training attended by
45 healthcare personnel (8
doctors, 19 nurses, 17 allied
health providers, one
coordinator)

Compared with patients
without cognitive
impairment, those with DSD
had lower odds of agreeing
with their surrogates with
regard to why they were in
the ED (adjusted POR ¼
0.20; 95% CI: 0.09 e 0.43).

None

None

89% of trainees were white

58.4% female, 16.3% nonwhite, 48% hearing
impaired.
Signiﬁcant health literacy
differences noted with
higher dependence reading
hospital materials in those
who did not complete the
presenting illness analysis.

 The methods used by investigators to determine
whether physician-patient
communication occurred is
unclear (physician selfreport vs patient query vs
direct observation).
 More senior physicians
were less likely to ask for
patient opinion (OR 0.48,
95% CI 0.35e0.66).

 Dementia
reduced
the
probability of seeking patient’s opinion (OR 0.47,
95% CI 0.25e0.83).
 Patients’ opinion was more
often sought when their
functional autonomy was
conserved (OR 2.10, 95% CI
1.39e3.21) or when a relative questioned (OR 5.46,
95% CI 3.8e7.88).

(continued on next page)

 Hospital-based, not EDbased, so uncertain
applicability to the more
chaotic and decision-dense
ED setting.
 SR identiﬁed 26 studies
evaluating dementia
communication training
interventions, but none in
ED.
 Closing with open-ended
questions tended to extend
the interaction “in a
problematic way”.
 Mixed messaging confuses
or irritates patients, such as
“I’m leaving now” but then
asking another question.
 Nonspeciﬁc language like
“I’ll see you soon” can be
confusing.

 Conﬁdence in Dementia
Scale scores improved after
the course, but posttraining communication
was more controlling and
dominating by the
Emotional Tone Rating
Scale

 When initially reluctant to
comply, patients were more
likely to proceed with task
achievement when the tone
or the request was elevated
move from “I was
wondering if.” to (“Let’s
.”) or when being more
speciﬁc with the duration
or location of an action.

 In multivariable analysis
dementia alone was not
associated with decreased
recall of discharge diagnosis (OR 0.72, 95% CI 0.33‒
1.60), ED return instructions (OR 0.58, 95% CI
0.26‒1.32), or follow-up
instructions (OR 0.56, 95%
CI 0.26‒1.21).
 Small sample size from
single urban academic ED
limiting external validity.

 Of the 287 patients studied,
25.8% had delirium and
46.7% dementia.
 Dementia patients were
less likely than noncognitive impairment patients to
have concordance with
discharge diagnosis (81%
dementia vs. 87% no CI), ED
return instructions (27% vs.
49%), and follow-up
instructions (73% vs 81%)
and delirium superimposed
on dementia was even
lower for all 3.
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Two-stage methodology.
Phase 1: participants
completed a brief survey
prior to ED discharge.
Phase 2: telephone follow-up
two to four weeks after ED
visit.

Twenty-six questions based
on 6 domains of care found
in the literature were
developed: 16 questions
were administered to all
patients; 10 questions were
administered to bed
patients only. The six
domains of care were
overall perceptions of
communication,
interpersonal attributes of
care (respect), waiting
times, family needs, physical
requirements, and
transitional care needs
(patient-centered discharge
information &
communication with the
primary physician).
Regression analyses were used
to validate the scales, using
2 validation criteria:
perceived overall quality of
care and willingness to
return to the same ED.

Inclusion criteria for patients:
65 y;
able to read, write, and
speak English;
cognitively intact as
determined by
medical staff; living
independently in the
community (own home,
retirement
home); and were to be
discharged home
Inclusion criteria for
caregivers:
had to be the primary
caregiver of the ED patient;
had to be present in the
ED and able to read, write,
and speak English
Exclusion criteria: seriously
or terminally ill, or living in
long-term care

Inclusion criteria: 75 y,
resident of Quebec,
discharged to the
community after
an unplanned ED visit,
either the patient had
the capacity to be
interviewed or
there was an
accompanying family
member who was able to
respond, ability
to answer questions in
English or French.
Exclusion criteria: patients
expected to be discharged
but later admitted.

264 patients and 116
caregivers;
ED patients mean age 79.5
and
caregivers’ ages ranged
32-88 with mean age 60.

843 eligible patients were
contacted by a research
assistant
and 481 (57%) provided
written
consent to participate, and
412
completed the 1-wk followup interview.

Marr 2018, large urban
hospital in Hamilton,
Ontario, October
2014 to March 2015.

McCusker 2018,
4 Quebec EDs,
July 2014 to February 2016.

Study Design

Inclusion Criteria/Exclusion
Criteria

No. patients (Median or Mean
Age)

Study, Location, Timeframe

Table 2 (continued )

The primary objective was to
develop and validate
measures of ED visit
experiences of an of patients
75 y as reported by
patients or family Two
questions used for
validation purposes: 1)
“How do you evaluate the
quality of care you received
in the ED, not counting the
waiting time?”; 2)
Willingness to return to the
same ED was elicited with
the question “If you had the
same or another health
problem requiring
emergency
care, would you return to the
same hospital?”

Identiﬁcation of factors
affecting the ability of older
adults to self-manage their
health following an ED visit

Factors Assessed or Primary
Outcome

The study sample with followup was 67% women, 82%
born in Canada, and 82%
French speaking.
13.7% completed some
elementary school, 38.5%
completed some high school
and 47.8% completed high
school.

53% of patients were female
and 33% lived alone
Survey noted communication
with non-English native
speakers as too fast and
unclear

Healthcare Equity Factors
Assessed or Reported

 Cognitively impaired patients excluded so no comparison of dementia to nondementia patients.
 No speciﬁc communication
strategy assessed.
 Single Canadian ED setting,
potentially limiting
external validity.
 Exclusion of critically ill and
non-English language
patients limits external
validity.
 Patients and caregivers
were not required to
participate in dyads

 At discharge 90% of patients
and 95% of caregivers
“deﬁnitely understood” the
information received at
discharge.
 In contrast at 4-week
follow-up only 66% of
patients indicated that they
“deﬁnitely understood”.
 Both patients and caregivers perceived (1) a lack
of attention to concerns
about how patients would
manage at home, (2)
limited understanding of
communication with ED
staff (3) difﬁculty recalling
details of the visit, and (4)
perceived lack of support in
cases where English is not
the patients’ ﬁrst language.
 Patients and caregivers also
noted poor understanding
of causation of symptoms,
factors related to decision
to discharge, and confusion
generated by inconsistent
messaging between
healthcare providers.
 Other factors identiﬁed
including inadequate
contemplation of capacity
of caregiver to provide
support, caregiver stress,
and social determinants of
health.
 Prevalence of dementia or
suspected cognitive
impairment or lack of capacity is not reported.
 Communication problems
were associated with
English-speaking,
separated or divorced/
single marital status, or
educated beyond
elementary school.
 Communication problems
were associated with lower
perceived quality of care
and less willingness to return to the same ED.
 Only 57% of eligible patients
consented.
 Canadian setting and selective attrition of nonCanadian citizens may limit
external validity
 Patients refusing to participate were older than participants (mean 85 vs 83 y).
 Patients lost to follow-up
were more often older,
bedbound, and had ED
length of stay >12 hours.

Comments and Limitations

Prevalence of
Communication-Related
Outcomes
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Inclusion criteria: acutely
admitted patient 65 y,
discharged directly to
their own home from an ED
short-stay unit, and living in
a larger
municipality in Denmark
(335,000 inhabitants).
Exclusion criteria: terminal
illness, severe dementia or
unable to speak and
understand Danish.

11 older adult interviewees

391 assistant nurses (33%),
registered
nurses (55%), allied health
(4%), and
physicians (7%) working in
acute
care units with a mean age
of 35.7 y

Nielsen 2019,
ED of a 1150-bed university
hospital in Denmark

Nilsson 2012, 12 medically
oriented wards at one
Swedish
university hospital,
September-October 2009
All acute care staff who
worked with patients aged
70 y
or older were considered
eligible for inclusion:
assistant nurses, registered
nurses, allied health and
physicians

None

Face-to-face interviews with
health and
social care professionals,
persons living
with dementia, and care
partners.

Ní Shé 2020, Dublin Ireland.

Cross-sectional survey

Interviews and validation
groups conducted with
family carers (n ¼ 5) and
older people with a
diagnosis of dementia (n ¼
8) in 2 acute hospitals. In
addition, interviews were
conducted with health and
social care professionals
(n ¼ 26)
Interviews focused on
contextual characteristics as
well as barriers and enablers
of assisted decision making
Qualitative research design
involving semi-structured
interviews
Eleven qualitative interviews
with older adults conducted
2 wk after their discharge.
The transcribed interviews
were analyzed using
systematic text
condensation.

None

None

The primary objective was to
reduce risk of readmission
by improving current
discharge practice of older
adults

The primary objective was to
explore attitudes held by
staff working in acute care
units towards patients aged
70 y with cognitive
impairment, and to explore
factors associated with
negative attitudes

None

Barriers and enablers
associated with
communication were
identiﬁed.
Time and timing were
consistently identiﬁed as a
critical factor.

 Only 27% report that
cognitive status is formally
assessed on wards.
 The majority (86%) of respondents enjoy caring for
older patients.
 Respondents did not report
clearly positive or negative
attitudes towards older patients with cognitive
impairment.
 Being younger and working
as an assistant nurse were
associated with negative
attitudes toward patients
with cognitive impairment.
 Staff reporting low strain in
working with cognitive
impairment patients also
had more positive attitudes.

 Factors (barriers and enablers) associated with
communication included
supporting capacity by
adopting a functional
approach, adapting the
decision-making physical
environment, enhancing
decision/support resources,
optimizing communication
methods, upholding patient
preferences, and sustaining
trust in physician-patient
relationship.
 Four themes emerged as
central to the participants’
experience of return to
their everyday lives and
their experiences of being
discharged: (1) “pain and
fatigue limited performance of daily activities”,
(2) “frustrations and concerns”, (3) “the importance
of being involved and
listened to during admission”, and (4) “the importance of being prepared for
being discharged”

(continued on next page)

 Interviews conducted in a
single hospital with participants involved in a clinical
trial receiving a speciﬁc
intervention, so may lack
external validity.
 Severe dementia excluded.
 Participants
emphasized
that it was important to be
involved in decisionmaking and be listened to
during admission,
especially during the
medical interview. Some
experienced that the
various doctors did not
know what each other had
said or done.
 Dementia patient behaviors
identiﬁed as most difﬁcult
were aggression and
anguished behaviors.
 Ward survey, not necessarily representative of ED.
 Small sample from a single
university hospital in Sweden and convenience sampling may limit external
validity.
 Half (52%) of participants
had <10 y experience.
 No communication strategies or differences between
non-dementia patients
were evaluated.

 Interviews conducted in
large urban hospitals and
may not reﬂect rural or
community/non-academic
settings
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No. patients (Median or Mean
Age)

10 dyads were recruited (10
older
adults and 10 family
caregivers), mean age 87 y.
Researchers also
interviewed 10 ED
nurses (RNs) and four
geriatric
consult service nurse
practitioners

Eighteen families, represented
by 7
older persons with cognitive
impairment
and 20 family members,
median patient age 63 y

Study, Location, Timeframe

Parke 2013, 2 Canadian EDs,
November 2010 to June
2011

Petry 2019, 2 Swiss urban,
university-afﬁliated
tertiary care hospitals, MayOctober 2017

Table 2 (continued )

The primary objective was to
generate an in-depth
understanding of the
experiences of acute care
processes and the needs of
older, hospitalized, older
persons with cognitive
impairment and their family
members Seven core
dimensions were identiﬁed
as constituting the acute
care experience from
participants’ perspective. In
relation to care for persons
with cognitive impairment,
caring attentiveness and
responsiveness were
important, whereas family
members valued access to
staff and information,
participation in care, and
support over time.

None

None

The primary objective was to
identify factors that
facilitate or impede safe
transitional care for
community-dwelling older
adults with dementia and to
identify practice solutions
for nurses. Four negative
reinforcing consequences of
a “cascade of vulnerability”
were identiﬁed: (1) being
under-triaged; (2) waiting
and worrying about what
was wrong; (3) time
pressure with lack of
attention to basic needs;
and, (4) relationships and
interactions leading to
feeling ignored, forgotten
and unimportant.

Interpretive, descriptive
exploratory design with 3
iterative, interrelated
phases: Phase 1 audiorecorded semi-structured
interviews by trained
research assistant lasting
1.5 h; phase 2 created a
photographic narrative
journal using staged scenes
and story boards to
empower participants to
articulate their own stories;
Phase 3 photo elicitation
focus groups to audiorecord responses and
personal stories stemming
from the photographic
narrative journal.

Patient inclusion criteria:
community-dwelling adults
60 y
who had visited an area ED
at least once in the 6 mo
prior to
the interview; could read,
write, and speak English;
were considered
to have mild to moderate
cognitive impairment
associated with ADor
mixed dementia diagnosis;
had a MMSE score between
18 and 23;
could give consent or have a
proxy decision maker
(caregiver) who
could give consent; and had
a caregiver willing to
participate. Patient
exclusion criteria: nursing
home resident, other types
of
dementia, and caregiver not
willing to participate. Care
partner inclusion criteria:
community-dwelling family
or other
volunteer caregiver of the
older adult participants who
were willing
to be interviewed, English
speaking; and visited the ED
in a caregiving
role for the adult 1 time in
the 6 mo prior to the
interview Care partner
exclusion criteria: being in a
caregiving role <1 y.
Inclusion criteria: older
persons with a diagnosis of
dementia, mild
cognitive impairment or
those who presented with
self-reported
or nurse-observed cognitive
impairment. Exclusion
criteria: older persons with
delirium or severe hearing
limitation. At least one
family member or someone
close as indicated
by the older, hospitalized
person, or as designated in
the
patient record was invited
to participate
Qualitative design using
inductive content analysis
The unit of analysis were
families

Healthcare Equity Factors
Assessed or Reported

Factors Assessed or Primary
Outcome

Study Design

Inclusion Criteria/Exclusion
Criteria

Comments and Limitations

 Two Canadian EDs and
small sampling of dyads
and nurses without physician voice limit external
validity.
 No nondementia comparator or communication
strategy evaluated.
 Efforts to “hear the voices”
of individuals with dementia were hampered by the
effect of the disease on the
older adults’ stamina and
their ability to participate in
interviews and focus.
 Nurses and dyads were
drawing from separate
experiences.
 Caregivers in our study
described their particular
experiences emphasizing
problems rather than positive encounters

 Swiss setting and small
sample limit external
validity
 18 families recruited but
only 7 individuals with
cognitive impairment
participated, so these perspectives are primarily
those of care partners.
 While this study attempted
to include persons with
mild cognitive impairment
and dementia, it is likely
that the voices of those
with more advanced forms
of cognitive impairment,
who are at high risk for
poor care experiences, are
not, or only indirectly represented in this study.

Prevalence of
Communication-Related
Outcomes
 In an aging population
where dementia is
becoming more prevalent,
the unit of care in the ED
must include both the older
person and their family
caregiver.
 Negative reinforcing consequences can be interrupted when nurses
communicate and engage
more regularly with the
older adult-caregiver dyad
to build trust.

 Participants reported encounters that lacked such
attributes of caring attentiveness, as one family
member explained about a
nurse: “She came in, no hello, no good-bye, she said
nothing”
 Such encounters instilled
doubts about health professionals’ aptitude for the
profession, but also about
staffs’ empathy in caring for
persons with cognitive
impairment: “They apply
good dressings, personal hygiene is all is very good,
really, nothing to complain
there. They do their job, but
nothing more. The humane,
the extra mile you could go,
that’s more difﬁcult”
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223 patients: 115 were from
Italy
(M ¼ 45, F ¼ 70, mean age
79 y), 85
patients from Spain (M ¼ 42,
F ¼ 43, mean
age 78 y), and 23 patients
from Greece
(M ¼ 8, F ¼ 15, mean age
81 y).

The original research
manuscripts were
published from the UK (8),
US (7),
Sweden (6), Canada (3),
Australia (2), and 1
each from New Zealand and
Spain. One
of those included
populations from
Sweden and the UK.

Pilotto 2011, Casa Sollievo
della Sofferenza Hospital
(IRCCS,
San Giovanni Rotondo,
Italy), in the Andalusian
Centre of Innovation, ICT
(CITIC Foundation,
Màlaga, Spain), in the
CETEMMSA Technological
Centre (Barcelona e Spain),
and in the KMOP nonproﬁt
Organization (Athens, Greece),
June-August 2009

Shankar 2014, systematic
review exploring
older adults’ views of their
ED care

Inclusion criteria for patients
with AD: age 65 y;
diagnosis of AD according to
the criteria of the
National Institute of
Neurological
and Communicative
Disorders and Stroke-AD
and
Related Disorders
Association
Work Group; and ability to
provide an informed
consent or availability of a
proxy for informed consent.
Exclusion criteria: serious
comorbidity, tumors
and other diseases that
could be
causally related to cognitive
impairment
(infections, vitamin B12
deﬁciency,
anemia, disorders of the
thyroid, kidneys
or liver), history of alcohol
or drug
abuse, head trauma,
psychoactive
substance use and other
causes of memory
impairment. No speciﬁc
inclusion/exclusion criteria
for caregivers.
Inclusion criteria: exploration
of
older patient populations
using qualitative
methods or surveys focusing
on
hospital-based emergency
care with
outcomes pertaining to one
of the IOM’s 6 dimensions of
patient-centered care.
Exclusion criteria: studies that
excluded older adults, did
not
use qualitative or survey
methods, were not hospitalbased
emergency care, or that
lacked outcomes
pertaining to IOM’s 6
dimensions.
Systematic review with
electronic search of
PUBMED and CINAHL
through March 2013

Systematic Interview study
design All relatives/
caregivers of patients with
AD were shown a 5-minute
video on the technological
devices and the functions
that can be installed within
the homes of AD patients by
Smart Home for Elderly
People (HOPE) Project After
the video relatives/
caregivers completed a
questionnaire (HOPE
Questionnaire) to evaluate
the needs and preferences of
relatives, care partners, and
pateints with AD.

 Focus was not on dementia
or communication but a
more global assessment of
patient-centered care.
 Qualitative and survey
methods synthesized do
not necessarily provide
representative samplings of
the population and may
neglect underrepresented
populations and health
inequities.
 Meta-ethnography used to
synthesize qualitative data
is heavily dependent on the
reviewer because it fails to
offer a robust guide to
sample studies for
inclusion.

 Key conclusions included
roles for ED staff to (1) assume leadership roles with
medical and social needs;
(2) initiate and sustain
communication; (3) minimize communication barriers; (4) check on patients
during prolonged periods of
waiting; (5) attend to
distress caused by the
physical discomforts of the
ED; (6) address general
older adult needs including
engagement of care partners when necessary.
 Barriers to communication
entail the staff’s acknowledgement of educational
and cultural differences, as
well as physical and mental
disabilities, which may
impede effective
communication.
 Older
patients
have
increased needs for
communication and accommodations from ED
staff and that is accentuated
when the language requirements are different
from the usual language
used in the ED setting.
None

IOM’s 6 dimensions of patientcentered care: (1) role of
healthcare providers; (2)
content of communication
and patient education; (3)
barriers to communication;
(4) wait times; (5) physical
needs in the emergency care
setting; and (6) general
elder care needs.

(continued on next page)

 The impetus for this
research was to address the
market potential for these
products, so potential
health inequities were not
explored or contemplated.

 Over 90%of relatives/caregivers of patients with patients with AD noted that
the following components
of geriatric unit care could
be improved by incorporating Information and
Technology systems into
geriatric units: (1) patient
quality of life, quality of
care, and overall safety; (2)
monitoring of bed-rest and
movements, medication
use, and ambient
environmental conditions;
and (3) emergency
communications.
 Less than 50% of care partners felt that Information
and Technology systems
would be useful to reduce
risks at home.
 Care partners felt patients
with AD ages 75‒84 y were
more likely to beneﬁt from
these technologies than AD
patients >85 y.
 Care partners also felt that
patient safety was more
likely to improve for moderate dementia patients
than for mild dementia
patients.

None

The primary objective was to
improve the quality of life
and safety of patients with
AD in the Geriatrics
Unit using Information and
Communication Technology
systems
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No. patients (Median or Mean
Age)

Inclusion Criteria/Exclusion
Criteria

Study Design

Factors Assessed or Primary
Outcome

Healthcare Equity Factors
Assessed or Reported

Prevalence of
Communication-Related
Outcomes

Comments and Limitations

Suffoletto 2013,
2 academic EDs in Pittsburgh
Pennsylvania, June-August,
2012 [Abstract]

89 respondents, mean age 77 y

Inclusion criteria: age 65 y
Exclusion criteria: patients
who lived in a nursing
home or assisted living
center, critically ill,
or could not follow basic
commands

The primary objective was to
assess patients’
comprehension of their ED
care and post-care
instructions

64% female; 25% Black race;
40% living alone

 30% do not understand
their diagnosis, 20% do not
understand self-care
instructions, 55% do not
understand the expected
course of illness, and 38% do
not understand return
precautions.
 Patients screening “positive” (higher risk for dementia) on the Short
Blessed Test were at
increased risk of poor understanding for at least one
of those domains of
comprehension (OR 8.8,
95% CI 1.1‒74.1)

 Small sample size from one
city and academic setting
limit external validity.
 No communication strategy
evaluated.
 Many community-dwelling
older ED patients do not
understand their care or
their discharge instructions
or return precautions.
 Strategies
incorporating
dementia screens are
needed to improve identiﬁcation of older patients at
higher risk for poor
comprehension.

Watkins 2019,
Ireland,
February 2017eMarch 2018
.

15 family members were
interviewed
12 ED nurses were observed

Prospective observational
design. Participants
completed the Short Blessed
Test, the Geriatric
Depression Screen, and
Snellen vision assessment
during ED visit. Structured
telephone interviews were
conducted within 72 h of ED
discharge assessing 4
domains of comprehension:
diagnosis, expected course
of illness, self-care
instructions, and return
precautions. Univariate
logistic regressions
quantiﬁed strength of
association of various
factors with poor
comprehension.
Semi-structured individual
interviews using
Appreciative Inquiry
methods with purposive
sampling of family members
and ED nurses.
Interviews ranged from 30
e75 min and were audiotaped and transcribed.

The primary objectives were
(1) to generate insights
about what family members
of older people with
dementia value during
episodes of ED care and (2)
explore emergency nurses’
experiences caring for older
people with dementia in the
ED.

None

 Two themes emerged (1)
Four components of care
matter most to families
(quick triage, cubicle space
for privacy, frequent contact with ED nurses, and
compassion overrides
technical skills) and (2) 2
consistent challenges recur
for family and ED nurses
(vulnerability and maintaining vigil).
 Respondents believe that
older person with dementia
must be triaged and evaluated by the ED physician
within 1-h of arrival.
 Further education is needed
to assist emergency nurses
to establish rapport and
incorporate family member
insights as part of care
planning and assessment of
older patients with
dementia.

 Single-center setting and
small sample size limit
external validity to other
sites.
 Researchers
originally
intended to invite older
people with dementia to
participate. However, older
people with dementia presenting to ED were in an
advanced stage of the disease or were too ill to
participate.
 A high proportion of nurses
in this study were newly
qualiﬁed or had less than
2 y of ED experience (41%).
Junior nurses may have felt
obliged to participate since
the researcher was a clinical facilitator in ED.
 Physicians and ancillary
staff were not included as
the emphasis was on
nursing perspectives and
interventions.

AD, Alzheimer’s disease; aOR, adjusted odds ratio; CAM-ICU, confusion assessment method for the intensive care unit; CI, conﬁdence interval; DEI, diversity, equity, inclusion; DSD, delirium superimposed on dementia; ED,
emergency department; EHR, electronic health record; F, female; IQCODE, Informant Questionnaire on Cognitive Decline in the Elderly; INTERACT, Interventions to Reduce Acute Care Transfers; IOM, Institute of Medicine; M,
male; MPM II, Mortality Probability Model II; MMSE, Mini-Mental State Examination; NH, nursing home; OR, odds ratio; PI, presenting illness; POR, adjusted proportional odds ratio; SNF, skilled nursing facility; SR, systematic
review; UK, United Kingdom; US, United States.
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agreement for inclusion or exclusion during the initial screening of
abstracts and titles was poor (k ¼ 0.19) and fair during the full-text
reviews (k ¼ 0.36). The 3 included studies were a systematic review,39 a scoping review40 and 1 large National Health Service
Foundation Trust in the North of England.41 A summary of the ﬁndings
from each included article is in Table 3.
One of those 3 reports was a systematic review that synthesized 8
studies evaluated several heterogeneous interventions including a
feeding option decision aid in advanced dementia, advanced care
planning following education initiative, WeDECide workshop to assist
patients’ SDM,42,43 Goals of Care decision-aid,44 dementia-speciﬁc
trigger for palliative care, and Support-Health-Activities-ResourcesEducation (SHARE) program.45 WeDECide demonstrated increased
advanced care planning SDM sustainability at 6 months; a Goals of
Care Decision Aid intervention slightly improved communication
quality at 3 months and family concordance with physician at
9 months or death; and SHARE intervention did not affect incorporation of patient’s values and preferences into advanced care planning.
Hypothetical scenarios of decision-making, some of which could be
feasible in ED like Fact Boxes, Talking Mats, compassion intervention,
and video decision aid were described.39
Pecanac et al included 28 articles on a scoping review on treatment
decision making involving PLWD during episodes of acute care and
identiﬁed 5 factors that inﬂuence the decision-making process:
knowing the patient, culture and systems, role clarity, appropriateness
of palliative care in dementia, and care partner need for support.
Caregivers consistently reported limited involvement in planning the
hospital care, and they did not receive the communication they felt
was necessary to fulﬁll their role. Being involved in treatment discussions with the healthcare team was very important to care partners, although many reported this communication and care partner
involvement was “largely absent” in hospitals. The communication
role was largely performed by nurses, who took on the roles of conversation initiator, go-betweens, and facilitators to enhance physicianfamily communication.40
Prato et al reported factors that contribute to a positive hospital
stay, including (1) value of the person through staff actions, interactions, and person-centered care; (2) activities of empowerment
(family as agents of empowerment and nursing staff decision-making
and empowerment); and (3) the interactions of environment with
patent well-being (physical environment, social and organizational).
Participants stressed the importance of robust communication between hospital staff, PLWD and their care partners to ensure a positive
hospital experience.41
Only 1 included study addressed healthcare equity factors and
described that patient’s race was identiﬁed as a factor in some decisions with Black or Hispanic patients more likely to receive feeding
tubes, while white patients were more likely to avoid aggressive
care.40
Consensus Conference
Based on this scoping review and prior to the Consensus Conference the GEAR 2.0-ADC Communication/Decision-Making Work
Group attained agreement on 5 research questions summarized in
Supplementary Material 3. During the Consensus Conference, attendees reworded and ranked these 5 questions. The GEAR 2.0-ADC
work group included 61 participating stakeholders (expanded from
the 53 stakeholders at the onset and including 25 ED physicians/
nurses/social workers/pharmacists, 29 non-ED healthcare providers,
and 7 PLWD or care partners). There was 100% voting participation by
all 61 GEAR 2.0-ADC members.
When pooled together, Consensus Conference stakeholders prioritized ED communication/decision-making research priorities as
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demonstrated in Table 4. Identifying barriers and facilitators to
effective communication between ED healthcare teams and PLWD/
care partners was the highest priority across all stakeholders. As
demonstrated in Supplementary Material 3, subsequent ratings of
priorities differed, with PLWD and care partners next prioritized understanding of communication roles for the entire ED team (social
work, nurses, technicians, pharmacists, physicians), whereas ED providers prioritized identifying measures of effective communication as
the next most important research focus. Non-ED providers placed
identiﬁcation of effective communication measures as the least
important priority, while ED providers ranked the role of the
communication for the ED team (the second highest priority for
PLWD/care partners) as the least important priority.
Discussion
Patient-healthcare team communication in the context of the ED is
multidimensional. At the most basic level, communication entails the
exchange of essential details about the medical care delivered,
including the suspected diagnoses, testing recommendations or interpretations, management options, and anticipated illness or injury
trajectory with the corresponding recommendations for subsequent
inpatient or outpatient care. Communication also includes nonverbal
cues and perceptions of empathy that patients and families sometimes
value more than the aptitude of medical care decision-making. In
general adult populations of younger and older patients without dementia, the effectiveness with which ED nurses and physicians convey
medical information like diagnosis, prescriptions, follow-up instructions, and return precautions is overall poor.2,46 Communication
with older adults is further complicated by sensory deﬁcits such as
hearing loss or visual impairments that are frequently unrecognized
by ED providers, but when recognized provide reasonably simple
opportunities to simultaneously improve information exchange and
patient satisfaction.16,47
We identiﬁed no research directly comparing ED-based communication strategies between PLWD and persons without dementia.
Furthermore, similar to prior reviews of dementia-appropriate ED
care, we found scant evidence to guide communication with PLWD.48
We explored communication differences between PLWD/care partners and other older adults and were largely limited to exploratory
surveys of patient, care partner, or healthcare teams and no direct
comparators. With one exception, ED communication with PLWD was
associated with less effective ability to recall key details such as the
diagnosis, medical management recommendations, or concerning
symptoms mandating return visits. Inconsistent information provided
to patients by nurses or different physician teams was repeatedly
identiﬁed as a barrier to effective communication for PLWD and their
care partners. Empathy and sufﬁcient time-to-communicate were also
identiﬁed by multiple stakeholder surveys as attainable, high-priority
barriers to overcome. Unfortunately, educational initiatives to
improve communication with PLWD did not consistently improve the
situation and demonstrated the possibility of a shift towards a more
authoritarian tone.30
Our scoping review for communication strategies identiﬁed interventions like WeDECide42 and a Goals of Care Decision Aid44 as
effective tools for improving communication quality and family
concordance for PLWD in very speciﬁc decisional scenarios. In
studies outside the ED, the factors that inﬂuence the decisionmaking process in PLWD include knowing the patient, culture and
systems, role clarity, appropriateness of palliative care in dementia,
and care partner need for support. Care partners consistently reported limited involvement in planning the hospital care, and they
did not receive the communication they felt was necessary to fulﬁll
their role.29,40,41 Being involved in treatment discussions with the

No. patients
(Median or Mean Age)

Inclusion Criteria/
Exclusion Criteria

Study Design/
Communication
Strategy Assessed

Factors Assessed or
Primary Outcome

Healthcare Equity
Factors Assessed or
Reported

Prevalence of
CommunicationRelated Outcomes

Comments/Limitations

Geddis-Regan 2021,
Systematic Review
thru July 2020

Eight studies included
but
neither the age
ranges
nor mean/median age
of populations are
reported

Inclusion criteria:
manuscripts
assessing
effectiveness of
interventions to
support shared or
surrogate decisionmaking
for persons living
with
dementia, or
examining
decisions about
healthcare
interventions, or
evaluation
of actual decisions
made
as opposed to
hypothetical
decisions.
Exclusion criteria:
studies of
interventions
that had not been
evaluated,
isolated CPR
decisions,
non-healthcare
decisions,
non-dementia
populations,
focus only on
clinician’s
role in decisionmaking,
or non-English
language.

Systematic review with
medical librarianassisted electronic
search of Medline,
Embase, PsycINFO,
CINAHL, SCOPUS,
Web of Science, and
the Cochrane Library.
The grey literature
was also searched via
OpenGrey. Citations
from included studies
and systematic
reviews were also
reviewed to identify
additional relevant
studies.

Fixed outcomes not
speciﬁed due to range
of measures and lack
of standardized
assessment.
Heterogeneous
interventions
evaluated across
individual studies
including feeding
option decision aid in
advanced dementia
(2), advanced care
planning following
education initiative
(2), WeDECide
workshop to assist
patients’ SDM (1),
Goals of Care
decision-aid (1),
dementia-speciﬁc
trigger for palliative
care (1), SupportHealth-ActivitiesResources-Education
(SHARE) program (1).
Range of outcomes
assessed included
knowledge
acquisition,
decisional conﬂict,
frequency of
discussions about
options, degree of
engagement
(OPTION-12), level of
SDM, perceived
competence/
importance of SDM,
quality of
communication,
completion of
medical orders for
scope of treatment,
care preferences,
emotional disruption,
positive/negative
affect

None

 WeDECide RCT demonstrated increased
advanced care planning
SDM sustainability at 6mo.
 The Goals of Care Decision Aid intervention
slightly improved
communication quality
at 3-mo and family
concordance with
physician at 9-mo or
death.
 SHARE intervention does
not affect incorporation
of patient’s values and
preferences into
advanced care planning.

 No study occurred in ED
setting and none of these
studies describe scenarios where time or resources are typically
available during emergency care.
 Studies reported from
US, UK, or Belgium,
which limits external
validity to other settings.
 Only 1 study occurred in
participants living with
early-stage dementia;
others were later stage
dementia paired with
caregiver dyads.
 Thirteen
additional
studies described that
evaluated hypothetical
scenario decisionmaking, some of which
could be feasible in ED
(Fact Boxes, Talking Mats,
compassion intervention,
and video decision aid).
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Table 3
PICO-2 Evidentiary Table: Dementia Communication Strategies

Pecanac 2018,
scoping
review thru
May 2017

28 studies included in
the
review from US (13),
UK (5) Japan (2),
Australia (2),
Belgium (1), Canada
(1), Israel (1),
and one from both
the
Netherlands and
Australia

6-step framework for a
scoping review
followed: (1)
Identifying the
research question, (2)
Identifying relevant
studies, (3) Study
selection, (4) Charting
the data, (5) Collating,
summarizing, and
reporting the results
and (6) Consultation.
Four databases
searched in
consultation with a
medical librarian
(PubMed, CINAHL,
Web of Science, &
PsychINfo)

The primary objective
was to synthesis
current state
knowledge about
treatment decision
making involving
persons living with
dementia during
episodes of acute care
Identiﬁed 5 categories
of factors that
inﬂuence the
decision-making
process: knowing the
patient, culture and
systems, role clarity,
appropriateness of
palliative care in
dementia, and
caregiver need for
support

Patient race identiﬁed
as a factor in some
decisions with Black
or Hispanic patients
more likely to receive
feeding tubes, while
white patients were
more likely to avoid
aggressive care.

 Caregivers consistently
reported limited
involvement in planning
the hospital care, and
they did not receive the
communication they felt
was necessary to fulﬁll
their role
 Nurses took on the roles
of conversation initiator,
go-betweens, and
facilitators to enhance
physician-family
communication
 Being involved in treatment discussions with
the healthcare team was
very important to caregivers, although many
reported this communication and caregiver
involvement was “largely
absent” in hospitals.

 Scoping review without
assessing quality of individual studies or risk of
bias.
 Physicians
expressed
concerns about lack of
palliative care resources
as barrier to accepting
more dementia patients.
 Physicians’ self-deﬁned
role in communication
was a barrier. Primary
care physicians relied on
ED and hospital
physicians to provide
care partners updated
information about
dementia patient’s health
status, while ED
physician choose not to
initiate palliative care
consult in deference to
inpatient physicians and
primary care.
 Some members of the
healthcare team viewed
dementia as a normal
part of aging rather than
a disease process and
wanted more information about dementia
treatment options once
educated.

(continued on next page)
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Inclusion criteria:
published
research that
contained
primary data from a
quantitative or
qualitative
study involving
treatment
decision-making in
the acute
care setting for
persons with
AD or other
dementias,
examined the process
of
decision-making or
factors
effecting decisions,
published in English.
Exclusion criteria: only
reported
outcomes of
decisions, used a
hypothetical vignette,
examined
decision-making
solely in
settings outside of the
hospital, such as in
long-term care; or
studied
patients with acute or
sudden cognitive
impairment.
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No. patients
(Median or Mean Age)

Inclusion Criteria/
Exclusion Criteria

Study Design/
Communication
Strategy Assessed

Factors Assessed or
Primary Outcome

Healthcare Equity
Factors Assessed or
Reported

Prevalence of
CommunicationRelated Outcomes

Comments/Limitations

Prato 2019, one large
National Health
Service
Foundation
Trust in the North
of England,
June 2015-June 2017.

6 patients (mean age
80)

Inclusion criteria: age >
55 y,
identiﬁed as
“confused”
by health care staff.
Exclusion criteria:
patients admitted
following
a stroke or diagnosed
with
a learning disability

Ethnographic,
nonparticipant
observations of older
patients with either
dementia or delirium
(or both) and semistructured interviews
with their relatives
and the health care
staff involved in their
care.
One interview was also
carried out with a
member of staff who
was involved in
dementia care in the
Trust.

The primary objective
was to identify the
factors that
contribute to a
positive or negative
hospital stay for older
patients with
cognitive impairment
Three themes were
identiﬁed: (1) Value
of the person
(through staff actions,
interactions and
person-centered
care); (2) Activities of
empowerment and
disempowerment
(family as agents of
empowerment and
nursing staff
decision-making and
empowerment); and
(3) the interactions of
environment with
patent well-being
(physical
environment, social
and organizational
environment, and
being bored).

None

 Relatives and participants stressed the
importance of robust
communication between
ward-based staff,
patients with cognitive
impairment and their
care partners and/or
relatives to ensure a
positive hospital
experience.

 Limited sample size and
geographic region limits
external validity
 Surveyed patients are
biased towards healthier
subset of adults with
cognitive impairment
who are able to vocalize
and mobilize, either with
assistance or
independently.
 Researchers were only
able to recruit participants with an available
family member so responses may differ for
dementia patients who
do not have family.
 The authors opine that
prior research has
demonstrated “that ward
staff often ration
communication and can
even ignore patients with
cognitive impairment”.

ACP, advanced care planning; ED, emergency department; ICD-10, International Classiﬁcation of Diseases; SDM, shared decision-making.
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Table 4
Consensus Conference Ranking of Communication/Decision-Making Question
Priority
Research Priority Rank
(1) What are the barriers and facilitators of effective communication with PLWD
(or their care partners) during an episode of ED care, with attention to
actionable elements/ideas?
(2) What are valid and reliable measures or outcomes of “effective (short- and
long-term) communication” in patients with dementia?
(3) What are the best practices (when/how) for engagement of care partners in
care decision-making in the ED?
(4) How do individual, provider, and system-level factors that inﬂuence
communication for ED patients living with dementia (or their care partners)?
Examples: ethnic, gender, and socioeconomic factors or conscious or
unconscious biases.
(5) How can each member of the ED care team (eg, social work, physician, tech,
nurses, etc.) ensure high-quality communication with PLWD, care partners,
and other team members?

healthcare team was very important to care partners. Communication factors that inﬂuence satisfaction with the hospital experience
for PLWD included valuing of the person through staff actions, interactions, and person-centered care; activities of empowerment;
and interactions of the environment with patient well-being
(physical environment, social and organizational). Robust communication between hospital staff, PLWD and their care partners improves the hospital experience.41
Improved communication in healthcare settings will be essential
to align patient priorities of PLWD with choices optimizing beneﬁts
over risks, while avoiding nonbeneﬁcial treatment.1 Researchers and
clinical leaders have proposed myriad interventions to improve
communication between healthcare teams and PLWD, including
toolkits,49,50 staff education,51e57 multidisciplinary communication
tools58 and teams,59 smart phone and tablet resources,60,61 alternative care models,62 care partner training,63 asynchronous telephone
follow-up by nursing or pharmacist,64 and automated approaches to
understanding discourse.65 Some of these approaches may be more
feasible across heterogeneous ED settings and implementation science will be essential to differentiate ineffective interventions from
mismatched implementation strategies.66 An important reality for
researchers or clinicians introducing innovative communication
strategies is that dementia is often unrecognized in ED settings or
used as an exclusion criteria for communication research, so the
impact of different strategies in PLWD is difﬁcult to unravel.8,17,67 In
addition, existing ED research does not differentiate the stages of
dementia, mixing early-stage PLWD with end-stage care partner
dyads who likely have quite variable communication capacities.17
Acknowledging these layers of communication complexity, GEAR
2.0-ADC stakeholders prioritized the identiﬁcation of barriers and
facilitators to ED communication before exploring any speciﬁc
strategy. Distinguishing the department-level or individual
physician-/nurse-level obstacles from the problems of a fragmented
healthcare system will also be important.68 An increased understanding of cultural competencies as well as other non-medical
factors associated with communication-related PLWD healthcare
disparities is also important.32,69 Patient-centered valuing of the
components of meaningful communication from the PLWD
perspective will also be essential in prioritizing the outcomes of
interventions that adapt education or information exchange in ED
settings.28,70
There are limitations of our approach. First, we included indirect evidence from non-ED settings which may not be directly
applicable to our PICO questions and demonstrated poor agreement during the initial ﬁltering of that evidence. The poor interrater reliability observed during the initial abstract and subsequent
full-text reviews for both PICO questions likely reﬂects the
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nebulous concept of “communication” and transdisciplinary differences in actions that can be construed as exchanging medical
information between healthcare teams and PLWD. Second,
although the GEAR 2.0-ADC stakeholders represented diversity
across specialties, sex, and geographic locale, our 61 participants
are not representative of every perspective. Finally, there were
fewer PLWD and care partners than health professionals with
prioritization differences emerging when patient selections were
compared with healthcare personnel.

Conclusions and Implications
This scoping review identiﬁed sparse published research to guide
evidence-based communication strategies in the ED for PLWD and
their care partners. Although general themes appear to emerge
around rushed communication and inadequate engagement of care
partners, these ﬁndings are neither quantiﬁed nor directly linked to
ineffective communication. Strategies to improve ED communication
for PLWD do not exist, although educational interventions outside the
ED suggest limited effectiveness. GEAR 2.0-ADC stakeholders prioritized the identiﬁcation of barriers and facilitators to effective ED
communication for PLWD.
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Supplementary Material 1. PICO Questions and Scoping
Review Search Strategy

several project team members using a predetermined inclusion/
exclusion criteria.

PICO-1

PICO 1

Population: ED patients 65 y in the ED
Intervention: Any effort to evaluate communication or medical
information exchange between ED healthcare team and patient or
care partner;
Comparison Standard processes/procedures for communication
between patient/family/care partner and ED care team;
Outcomes: Differences between patients with and without dementia in communication effectiveness (ability to recall ED diagnosis,
prescriptions and/or follow-up recommendations at time of discharge
and at 24-hours), admission rates, ED returns at 3-days and 30-days,
and patient/care partner/provider experience.
The search for PICO 1 focused on communicating with the patient
and caregiver and shared decision making in the emergency department. The search also expanded outside of the emergency department
setting to ﬁnd relevant literature on communication strategies for
older adults with or without cognitive dysfunction or dementia. This
expanded search was restricted to peer-reviewed qualitative and
quantitative studies in the Ovid Medline and Embase databases. A
total of 7901 results were downloaded to a citation management
software (EndNote), and underwent automated deduplication using a
system at the Cushing/Whitney Medical Library at Yale University.
5478 unique records were uploaded to a screening platform (Covidence), where 36 further duplicates were removed for a total of 5451
records for independent review by several project team members
using a pre-determined inclusion/exclusion criteria.
PICO-2
Population: ED patients 65 y with known or suspected dementia/
cognitive impairment discharged from the ED.
Intervention: Augmented communication effort (examples: Teach
Back, next day telephone follow-up, hearing aid for auditory impairment, glasses for visually impaired, interpreter for foreign language
speaker, health literacy adjusted discharge instructions, shared
decision-making instrument, structured engagement of identiﬁed
care partner real-time)
Comparison: Standard processes/procedures for communication
between patient/family/care partner and ED care team
Outcomes: Comprehension of discharge instructions and 24-hour
recall of ED discharge instructions (including ED diagnosis, new prescriptions, de-prescribing of old medications, return precautions,
follow-up instructions), ED returns at 24-hours and out to 30-days,
hospital admissions at 1-week, change in living situation (loss of independence) at 3 months.
The search for PICO 2 focused on communicating with the patient
and caregiver and shared decision making during discharge from the
emergency department. The search also expanded outside of the
emergency department setting to ﬁnd relevant literature on shared
decision making for elderly patients or patients with cognitive
impairment outside of the ED or discharge procedures in either
emergency department patients or patients with cognitive impairment and dementia. This expanded search was restricted to peerreviewed qualitative and quantitative studies in the Ovid Medline
and Embase databases. A total of 4191 results were downloaded to a
citation management software (EndNote), and underwent automated deduplication using a system at the Cushing/Whitney Medical
Library At Yale University. 2703 unique records were uploaded to a
screening platform (Covidence), where 16 further duplicates were
removed for a total of 2687 records for independent review by

Database Searched

Date Searched

MEDLINE (Ovid)
03/24/2021
Embase
03/24/2021
Cochrane Central
03/26/2021
Register of
Controlled Trials
CINAHL (Ebsco)
03/25/2021
PsycINFO (Ebsco)
03/25/2021
PubMed Central
03/25/2021
Web of Science
03/25/2021
Proquest Global
03/25/2021
Theses and
Dissertations
Total
After de-duplication
by Yale Deduplication
Program
After de-duplication
by Covidence

PICO-1

Exp. 1a

Exp. 1b

Results

316
702

596
696

1617
2374

2382
3582
371

782
432
23
323
6

7901
5478

5451

PICO 2
Database Searched

Date Searched

MEDLINE (Ovid)
03/24/2021
Embase
03/24/2021
Cochrane Central
03/26/2021
Register of
Controlled Trials
CINAHL (Ebsco)
03/25/2021
PsycINFO (Ebsco)
03/25/2021
PubMed Central
03/25/2021
Web of Science
03/25/2021
Proquest Global
03/25/2021
Theses and
Dissertations
Total
After de-duplication
by Yale Deduplication
Program
After de-duplication
by Covidence

PICO-2

Exp. 2a

Exp. 2b

Results

107
339

546
1075

599
673

1228
2051
188

276
105
5
143
3

4191
2703

2687

Ovid Medline
PICO 1d2382 results on 03/24/21
Ovid MEDLINE(R) ALL <1946 to March 23, 2021>
1 Communication/or exp health communication/or exp communication barriers/or exp comprehension/or communicat*.ti,ab. or
(teach-back or teachback).ti,ab. or (information adj2 (obtain* or
transfer or exchange or disclosure)).ti,ab. or comprehend.ti,ab. or
Comprehension.ti,ab. or ((caregiver* or care-giver* or instruction* or
discharge* or diagnos* or document* or message* or option* or
medication) adj2 (Understand or understood or understanding)).ti,ab.
or exp literacy/or exp teach-back communication/or exp Information
Literacy/or exp patient education as topic/or exp pamphlets/or exp
consumer health information/or literacy.ti,ab. or "Plain language".ti,ab. or Conversation*.ti,ab. or pamphlet*.ti,ab. or (patient* adj3
(hand-out* or handout*)).ti,ab. or ((caregiver* or care-giver* or patient*) adj3 (education or recall)).ti,ab. or (instruction* adj3
(discharge* or return or care-giver* or patient* or medication*)).ti,ab.
or (knowledge adj2 (Medication or drug)).mp. or ((telephone or phone
or call or called) adj5 (followup or follow-up or discharge)).ti,ab. or
((educat* or nurse or occupational or geriatric* or service* or
appointment*) adj5 (followup or follow-up or referral)).ti,ab. or (refer*
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adj3 "secondary care").ti,ab. or ((patient* or caregiver* or care-giver*
or family) adj3 (contact* or participation or Engagement or engaging)).ti,ab. or (perception* adj1 (patient* or family or caregiver* or
care-giver*)).ti,ab. or (family adj1 meeting).ti,ab. or "geriatric consultation".ti,ab. or exp shared decision making/or (decision-making
adj2 (shared or family or caregiver* or care-giver* or patient*)).ti,ab. or
exp electronic ampliﬁers/or exp Correction of Hearing Impairment/or
exp hearing aids/or ((aid or aids) adj2 (reading or vision or visual)).ti,ab. or (vision adj1 magniﬁer).ti,ab. or (hearing adj2 (ampliﬁer* or
aid*)).ti,ab. or (assistive adj1 device*).ti. or (reading adj1 glasses).ti,ab.
or (sign adj1 language).ti,ab. or interpretor.ti,ab. 681958
2 exp Cognitive Dysfunction/or ((cognitive* or cognition* or neurocogniti* or neuro-cogniti*) adj3 (disorder* or defect* or deﬁcit* or
disabilit* or dysfunction* or disfunction* or impair* or interference* or
decline* or function* or deteriorat*)).ti,ab. or exp dementia/or (dementia* or amentia* or demention* or CADASIL* or Alzheimer* or
Creutzfeldt-Jakob or Huntington* or Lewy-Bod*).ti,ab. 412971
3 exp Aged/or (elderly or elderlies or centenarian* or nonagenarian* or octogenarian* or septuagenarian* or sexagenarian* or
geriatric* or senium*).mp. or (senior* adj1 citizen*).mp. or ((older or
frail*) adj2 (hospitalized or hospitalised or elder* or patient* or person* or inpatient* or people or adult*)).mp. or "aged adult".mp. or
"aged adults".mp. or "aged patient".mp. or "aged patients".mp. or
gerontolog*.jw. or geriatric*.jw. or ageing.jw. or aging.jw. 3428488
4 exp Emergency Medical Services/or exp hospital emergency
service/or emergicenter*.ti,ab. or (acute adj2 (setting or care or ward
or hospital)).ti,ab. or (trauma adj1 (patient* or center* or centre* or
department* or unit* or room*)).ti,ab. or ((Emergency or emergencies)
adj3 (care or service* or dispatch* or department* or unit* or ward* or
room* or center* or centre* or system* or stay* or admit* or admission* or evaluation* or assess* or medicine or visit* or Nurs* or
physician* or patient* or clinician or personnel or accidents)).ti,ab. or
((EMS or ED or ER) adj3 (care or service* or dispatch* or department*
or unit* or ward* or room* or center* or centre* or system* or stay* or
admit* or admission* or evaluation* or assess* or visit* or Nurs* or
physician* or patient* or personnel)).ti,ab. or (("a&e" or "a & e") adj2
(department* or admission* or admitted)).ti,ab. 323418
5 1 and 2 and 3 and 4 316
6 (elderly or elderlies or geriatric* or (senior* adj1 citizen*) or
((older or frail*) adj2 (hospitalized or hospitalised or elder* or patient*
or person* or inpatient* or people or adult*)) or (aged adj1 (patient* or
adult* or people))).ti. or gerontolog*.jw. or geriatric*.jw. or ageing.jw.
or aging.jw. 337358
7 exp Emergency Medical Services/or exp hospital emergency
service/or emergicenter*.ti,ab. or (emergency adj3 (department* or
ward* or Nurs* or physician* or medicine or accidents)).ti,ab. or (acute
adj2 (setting or care)).ti,ab. 244689
8 ((qualitative adj1 research) or (clinical adj4 trial*)).ti. or exp
clinical trial/or ((controlled or community) adj2 (study or trial)).mp. or
(study adj2 (comparative or feasibility or observational or panel or
pilot or prevention or quality or validation or longitudinal or "Case
control")).mp. or consensus.hw. or exp clinical study/or exp observational study/or exp retrospective studies/or exp "Surveys and Questionnaires"/or exp interview/or exp practice guideline/or exp "Review
Literature as Topic"/or exp "Systematic Review"/or exp "Review"/or
"joint commission".ti,ab. or (focus adj1 group*).ti,ab. or survey.ti,ab. or
"mixed methods".ti,ab. or retrospective*.ti,ab. or review.mp. or interview*.mp. or recorded.mp. or (qualitative adj2 research).mp. or (needs
adj1 assessment).mp. or (practice adj1 guideline*).ti. or retrospective*.mp. or review.ti. 8836902
9 1 and 6 and 7 and 8 596
10 Communication/or exp comprehension/or exp communication
barriers/or communicat*.ti. or (communicat* adj5 (older-adult* or
elderly or geriatric or patient* or caregiver* or care-giver* or family or
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clinician* or strateg* or physician or nurse or care or needs or positive
or skill* or technolog* or difﬁcult* or improv* or system* or gap* or
barrier* or verbal)).mp. or (teachback or teach-back).ti,ab. or comprehend.ti,ab. or Comprehension.ti,ab. or ((care-giver* or caregiver* or
instruction* or discharge* or diagnos* or document* or message* or
option* or medication) adj2 (Understand or understood or understanding)).ti,ab. or exp patient education as topic/or ((care-giver* or
caregiver* or patient*) adj3 (education or recall)).ti,ab. or (instruction*
adj3 (discharge* or return or care-giver* or patient* or medication*)).ti,ab. or (Medication adj2 knowledge).ti,ab. or exp electronic
ampliﬁers/or ((aid or aids) adj2 (reading or vision or visual)).ti,ab. or
(vision adj1 magniﬁer).ti,ab. or (hearing adj2 ampliﬁer*).ti,ab. or (assistive adj1 device*).ti. or (reading adj1 glasses).ti,ab. or (sign adj1
language).ti,ab. or interpretor.ti,ab. or exp consumer health information/366175
11 (((cognitive* or cognition* or neurocogniti* or neuro-cogniti*)
adj3 (disorder* or defect* or deﬁcit* or disabilit* or dysfunction* or
disfunction* or impairment* or interference* or decline* or function*
or deteriorat*)) or (dementia* or amentia* or demention* or CADASIL*
or Alzheimer* or Creutzfeldt-Jakob or Huntington* or Lewy-Bod*)).ti.
179912
12 3 and 8 and 10 and 11 1617
13 5 or 9 or 12 2382
PICO 2d1228 results on March 24, 2021
Ovid MEDLINE(R) ALL <1946 to March 23, 2021>
1 Communication/or exp health communication/or exp communication barriers/or exp comprehension/or communicat*.ti,ab. or
(teach-back or teachback).ti,ab. or (information adj2 (obtain* or
transfer or exchange or disclosure)).ti,ab. or comprehend.ti,ab. or
Comprehension.ti,ab. or ((caregiver* or care-giver* or instruction* or
discharge* or diagnos* or document* or message* or option* or
medication) adj2 (Understand or understood or understanding)).ti,ab.
or exp literacy/or exp teach-back communication/or exp Information
Literacy/or exp patient education as topic/or exp pamphlets/or exp
consumer health information/or literacy.ti,ab. or "Plain language".ti,ab. or Conversation*.ti,ab. or pamphlet*.ti,ab. or (patient* adj3
(hand-out* or handout*)).ti,ab. or ((caregiver* or care-giver* or patient*) adj3 (education or recall)).ti,ab. or (instruction* adj3
(discharge* or return or care-giver* or patient* or medication*)).ti,ab.
or (knowledge adj2 (Medication or drug)).mp. or ((telephone or phone
or call or called) adj5 (followup or follow-up or discharge)).ti,ab. or
((educat* or nurse or occupational or geriatric* or service* or
appointment*) adj5 (followup or follow-up or referral)).ti,ab. or (refer*
adj3 "secondary care").ti,ab. or ((patient* or caregiver* or care-giver*
or family) adj3 (contact* or participation or Engagement or engaging)).ti,ab. or (perception* adj1 (patient* or family or caregiver* or
care-giver*)).ti,ab. or (family adj1 meeting).ti,ab. or "geriatric consultation".ti,ab. or exp shared decision making/or (decision-making
adj2 (shared or family or caregiver* or care-giver* or patient*)).ti,ab. or
exp electronic ampliﬁers/or exp Correction of Hearing Impairment/or
exp hearing aids/or ((aid or aids) adj2 (reading or vision or visual)).ti,ab. or (vision adj1 magniﬁer).ti,ab. or (hearing adj2 (ampliﬁer* or
aid*)).ti,ab. or (assistive adj1 device*).ti. or (reading adj1 glasses).ti,ab.
or (sign adj1 language).ti,ab. or interpretor.ti,ab. 681958
2 exp Emergency Medical Services/or exp hospital emergency
service/or emergicenter*.ti,ab. or (acute adj2 (setting or care or ward
or hospital)).ti,ab. or (trauma adj1 (patient* or center* or centre* or
department* or unit* or room*)).ti,ab. or ((Emergency or emergencies)
adj3 (care or service* or dispatch* or department* or unit* or ward* or
room* or center* or centre* or system* or stay* or admit* or admission* or evaluation* or assess* or medicine or visit* or Nurs* or
physician* or patient* or clinician or personnel or accidents)).ti,ab. or
((EMS or ED or ER) adj3 (care or service* or dispatch* or department*
or unit* or ward* or room* or center* or centre* or system* or stay* or
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admit* or admission* or evaluation* or assess* or visit* or Nurs* or
physician* or patient* or personnel)).ti,ab. or (("a&e" or "a & e") adj2
(department* or admission* or admitted)).ti,ab. 323418
3 exp patient discharge/or discharge.ti,ab. or discharged.ti,ab.
262694
4 exp Cognitive Dysfunction/or ((cognitive* or cognition* or neurocogniti* or neuro-cogniti*) adj3 (disorder* or defect* or deﬁcit* or
disabilit* or dysfunction* or disfunction* or impair* or interference* or
decline* or function* or deteriorat*)).ti,ab. or exp dementia/or (dementia* or amentia* or demention* or CADASIL* or Alzheimer* or
Creutzfeldt-Jakob or Huntington* or Lewy-Bod*).ti,ab. 412971
5 1 and 2 and 3 and 4 107
6 exp shared decision making/or (decision-making adj2 (shared or
family or caregiver* or care-giver* or patient*)).ti,ab. 14711
7 (((cognitive* or cognition* or neurocogniti* or neuro-cogniti*)
adj3 (disorder* or defect* or deﬁcit* or disabilit* or dysfunction* or
disfunction* or impairment* or interference* or decline* or function*
or deteriorat*)) or (dementia* or amentia* or demention* or CADASIL*
or Alzheimer* or Creutzfeldt-Jakob or Huntington* or Lewy-Bod*)).ti.
179912
8 ((qualitative adj1 research) or (clinical adj4 trial*)).ti. or exp
clinical trial/or ((controlled or community) adj2 (study or trial)).mp. or
(study adj2 (comparative or feasibility or observational or panel or
pilot or prevention or quality or validation or longitudinal or "Case
control")).mp. or consensus.hw. or exp clinical study/or exp observational study/or exp retrospective studies/or exp "Surveys and Questionnaires"/or exp interview/or exp practice guideline/or exp "Review
Literature as Topic"/or exp "Systematic Review"/or exp "Review"/or
"joint commission".ti,ab. or (focus adj1 group*).ti,ab. or survey.ti,ab. or
"mixed methods".ti,ab. or retrospective*.ti,ab. or review.mp. or interview*.mp. or recorded.mp. or (qualitative adj2 research).mp. or (needs
adj1 assessment).mp. or (practice adj1 guideline*).ti. or retrospective*.mp. or review.ti. 8836902
9 (elderly or elderlies or geriatric* or (senior* adj1 citizen*) or
((older or frail*) adj2 (hospitalized or hospitalised or elder* or patient*
or person* or inpatient* or people or adult*)) or (aged adj1 (patient* or
adult* or people))).ti. or gerontolog*.jw. or geriatric*.jw. or ageing.jw.
or aging.jw. 337358
10 7 or 9 487094
11 6 and 8 and 10 546
12 Communication/or exp comprehension/or exp communication
barriers/or communicat*.ti. or (communicat* adj5 (older-adult* or
elderly or geriatric or patient* or caregiver* or care-giver* or family or
clinician* or strateg* or physician or nurse or care or needs or positive
or skill* or technolog* or difﬁcult* or improv* or system* or gap* or
barrier* or verbal)).mp. or (teachback or teach-back).ti,ab. or comprehend.ti,ab. or Comprehension.ti,ab. or ((care-giver* or caregiver* or
instruction* or discharge* or diagnos* or document* or message* or
option* or medication) adj2 (Understand or understood or understanding)).ti,ab. or exp patient education as topic/or exp consumer
health information/or ((care-giver* or caregiver* or patient*) adj3
(education or recall)).ti,ab. or (instruction* adj3 (discharge* or return
or care-giver* or patient* or medication*)).ti,ab. or (Medication adj2
knowledge).ti,ab. or exp electronic ampliﬁers/or ((aid or aids) adj2
(reading or vision or visual)).ti,ab. or (vision adj1 magniﬁer).ti,ab. or
(hearing adj2 ampliﬁer*).ti,ab. or (assistive adj1 device*).ti. or (reading
adj1 glasses).ti,ab. or (sign adj1 language).ti,ab. or interpretor.ti,ab.
366175
13 ((acute adj2 (setting or care or ward or hospital)) or (trauma
adj1 (patient* or center* or centre* or department* or unit* or room*))
or ((Emergency or emergencies) adj3 (care or service* or dispatch* or
department* or unit* or ward* or room* or center* or centre* or system* or stay* or admit* or admission* or evaluation* or assess* or
medicine or visit* or Nurs* or physician* or clinician* or personnel or
patient* or accidents)) or ((EMS or ED or ER) adj3 (care or service* or

dispatch* or department* or unit* or ward* or room* or center* or
centre* or system* or stay* or admit* or admission* or evaluation* or
assess* or visit* or Nurs* or physician* or patient* or personnel))).ti.
86075
14 7 or 13 265627
15 3 and 8 and 12 and 14 599
16 5 or 11 or 15 1228
Embase.com
PICO 1d3582 results on March 25, 2021
Embase
Session Results
.......................................................
No. Query Results Results Date
#15. #5 OR #10 OR #14 3,582 25 Mar 2021
#14. #3 AND #8 AND #11 AND #12 AND ([article]/lim OR 2,374 25
Mar 2021
[article in press]/lim OR [data papers]/lim OR
[editorial]/lim OR [erratum]/lim OR [letter]/lim
OR [note]/lim OR [review]/lim OR [short
survey]/lim)
#13. #3 AND #8 AND #11 AND #12 2,757 25 Mar 2021
#12. (((cognitive* OR cognition* OR neurocogniti* OR 247,200 25
Mar 2021
’neuro cogniti*’) NEAR/3 (disorder* OR defect* OR
deﬁcit* OR disabilit* OR dysfunction* OR
disfunction* OR impairment* OR interference* OR
decline* OR function* OR deteriorat*)):ti) OR
dementia*:ti OR amentia*:ti OR demention*:ti OR
cadasil*:ti OR alzheimer*:ti OR ’creutzfeldt
jakob’:ti OR huntington*:ti OR ’lewy bod*’:ti
#11. ’interpersonal communication’/de OR 514,246 25 Mar 2021
’communication barrier’/de OR ’communication
skill’/de OR ’verbal communication’/de OR
communicat*:ti OR ((communicat* NEAR/5 (’older
adult*’ OR elderly OR geriatric OR patient* OR
caregiver* OR ’care giver*’ OR family OR
clinician* OR strateg* OR physician OR nurse OR
care OR needs OR positive OR skill* OR technolog*
OR difﬁcult* OR improv* OR system* OR gap OR
barrier* OR verbal)):ti,ab) OR teachback:ti,ab,kw
OR ’teach back’:ti,ab,kw OR comprehend:ti,ab,kw
OR comprehension:ti,ab,kw OR (((caregiver* OR
’care giver*’ OR instruction* OR discharge* OR
diagnos* OR document* OR message* OR option* OR
medication) NEAR/2 (understand OR understood OR
understanding)):ti,ab,kw,de) OR ’patient
education’/exp OR (((caregiver OR ’care giver’ OR
patient*) NEAR/3 (education OR
recall)):ti,ab,kw,de) OR ((family NEAR/1
(consult* OR meeting)):ti,ab,kw,de) OR
((instruction* NEAR/3 (discharge* OR return OR
caregiver* OR ’care giver*’ OR patient* OR
medication*)):ti,ab,kw,de) OR ((medication NEAR/2
knowledge):ti,ab,kw,de) OR ’ampliﬁer’/exp OR
(((aid OR aids) NEAR/2 (reading OR vision OR
visual)):ti,ab,kw,de) OR ((vision NEAR/1
magniﬁer):ti,ab,kw,de) OR ((assistive NEAR/1
device*):ti) OR ((hearing NEAR/2
ampliﬁer*):ti,ab,kw,de) OR ((reading NEAR/1
glasses):ti,ab,kw,de) OR ((sign NEAR/1
language):ti,ab,kw,de) OR interpretor:ti,ab,kw,de
#10. #1 AND #6 AND #7 AND #8 AND ([article]/lim OR 696 25 Mar
2021
[article in press]/lim OR [data papers]/lim OR
[editorial]/lim OR [erratum]/lim OR [letter]/lim
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OR [note]/lim OR [review]/lim OR [short
survey]/lim)
#9. #1 AND #6 AND #7 AND #8 1,186 25 Mar 2021
#8. ’qualitative research’/exp OR ’clinical 17,252,520 25 Mar 2021
trial’/exp OR ’controlled study’/exp OR
’comparative study’/de OR ’feasibility study’/de
OR ’observational study’/exp OR ’panel study’/exp
OR ’pilot study’/exp OR ’prevention study’/exp OR
’quality improvement study’/exp OR ’quasi
experimental study’/exp OR ’validation study’/exp
OR ’community trial’/exp OR ’intervention
study’/exp OR ’longitudinal study’/exp OR ’major
clinical study’/exp OR ’prospective study’/exp OR
’retrospective study’/exp OR ’interview’/exp OR
’observational method’/exp OR ’questionnaire’/exp
OR ’case control study’/exp OR ’control’/exp OR
’practice guideline’/exp OR ’consensus
development’/exp OR ’review’/exp OR ’joint
commission’:ti,ab OR ((focus NEAR/1
group*):ti,ab) OR survey:ti,ab OR ’mixed
methods’:ti,ab OR retrospective*:ti,ab OR
review:ti,ab,kw,de OR interview*:ti,ab,kw,de OR
recorded:ti,ab,kw,de OR ((qualitative NEAR/2
research):ti,ab,kw,de) OR ((needs NEAR/1
assessment):ti,ab,kw,de) OR ((practice NEAR/1
guideline*):ti) OR ’qualitative
research’:ti,ab,kw,de OR
retrospective*:ti,ab,kw,de OR review:ti
#7. ’emergency health service’/exp OR ’emergency 351,919 25 Mar
2021
ward’/exp OR emergicenter*:ti,ab OR ((emergency
NEAR/3 (department* OR ward* OR nurs* OR
physician* OR medicine OR accidents)):ti,ab) OR
((acute NEAR/2 (care OR ward)):ti,ab)
#6. elderly:ti OR elderlies:ti OR geriatric*:ti OR 442,580 25 Mar
2021
((senior* NEAR/1 citizen*):ti) OR (((older OR
frail*) NEAR/2 (hospitalized OR hospitalised OR
elder* OR patient* OR person* OR inpatient* OR
people OR adult*)):ti) OR ((aged NEAR/1 (patient*
OR adult* OR people)):ti) OR gerontolog*:jt OR
geriatric*:jt OR ageing:jt OR aging:jt
#5. #1 AND #2 AND #3 AND #4 702 25 Mar 2021
#4. ’emergency health service’/exp OR ’emergency 512,754 25 Mar
2021
ward’/exp OR emergicenter*:ti,ab,kw,de OR ((acute
NEAR/2 (setting OR care OR ward OR
hospital)):ti,ab) OR ((trauma NEAR/1 (patient* OR
center* OR centre* OR department* OR unit* OR
room*)):ti,ab) OR (((emergency OR emergencies)
NEAR/3 (care OR service* OR dispatch* OR
department* OR unit* OR ward* OR room* OR center*
OR centre* OR system* OR stay* OR admit* OR
admission* OR evaluation* OR assess* OR medicine
OR visit* OR nurs* OR physician* OR clinician* OR
personnel OR patient* OR accidents)):ti,ab,kw,de)
OR (((ems OR ed OR er) NEAR/3 (care OR service*
OR dispatch* OR department* OR unit* OR ward* OR
room* OR center* OR centre* OR system* OR stay*
OR admit* OR admission* OR evaluation* OR assess*
OR visit* OR nurs* OR physician* OR patient* OR
personnel)):ti,ab,kw,de) OR (((’a&e’ OR ’a & e’)
NEAR/2 (department* OR admission* OR
admitted)):ti,ab)
#3. ’aged’/exp OR elderly:ti,ab,kw,de OR 3,551,823 25 Mar 2021
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elderlies:ti,ab,kw,de OR centenarian*:ti,ab,kw,de
OR nonagenarian*:ti,ab,kw,de OR
octogenarian*:ti,ab,kw,de OR
septuagenarian*:ti,ab,kw,de OR
sexagenarian*:ti,ab,kw,de OR
geriatric*:ti,ab,kw,de OR senium*:ti,ab,kw,de OR
((senior* NEAR/1 citizen*):ti,ab,kw,de) OR
(((older OR frail*) NEAR/2 (hospitalized OR
hospitalised OR elder* OR patient* OR person* OR
inpatient* OR people OR adult*)):ti,ab,kw,de) OR
’aged adult’:ti,ab,kw,de OR ’aged
adults’:ti,ab,kw,de OR ’aged patient’:ti,ab,kw,de
OR ’aged patients’:ti,ab,kw,de OR gerontolog*:jt
OR geriatric*:jt OR ageing:jt OR aging:jt
#2. ’cognitive defect’/exp OR (((cognitive* OR 689,538 25 Mar 2021
cognition* OR neurocogniti* OR ’neuro cogniti*’)
NEAR/3 (disorder* OR defect* OR deﬁcit* OR
disabilit* OR dysfunction* OR disfunction* OR
impair* OR interference* OR decline* OR function*
OR deteriorat*)):ti,ab,kw) OR ’dementia’/exp OR
dementia*:ti,ab,kw OR amentia*:ti,ab,kw OR
demention*:ti,ab,kw OR cadasil*:ti,ab,kw OR
alzheimer*:ti,ab,kw OR ’creutzfeldt
jakob’:ti,ab,kw OR huntington*:ti,ab,kw OR ’lewy
bod*’:ti,ab,kw
#1. ’interpersonal communication’/de OR 975,337 25 Mar 2021
’communication barrier’/de OR ’communication
skill’/de OR ’verbal communication’/de OR
communicat*:ti,ab,kw OR ’teach back’:ti,ab,kw OR
teachback:ti,ab,kw OR ((information NEAR/2
(obtain* OR transfer OR exchange OR
disclosure)):ti,ab,kw,de) OR comprehend:ti,ab,kw
OR comprehension:ti,ab,kw OR (((’care giver*’ OR
caregiver* OR instruction* OR discharge* OR
diagnos* OR document* OR message* OR option* OR
medication) NEAR/2 (understand OR understood OR
understanding)):ti,ab,kw,de) OR ’literacy’/exp OR
’health literacy’/exp OR ’patient education’/exp
OR ’consumer health information’/exp OR
literacy:ti,ab,kw,de OR ’plain
language’:ti,ab,kw,de OR
conversation*:ti,ab,kw,de OR
pamphlet*:ti,ab,kw,de OR ((patient* NEAR/3 (’hand
out*’ OR handout*)):ti,ab,kw,de) OR (((caregiver
OR ’care giver*’ OR patient*) NEAR/3 (education
OR recall)):ti,ab,kw,de) OR ((instruction* NEAR/3
(discharge* OR return OR caregiver* OR ’care
giver*’ OR patient* OR medication*)):ti,ab,kw,de)
OR ((medication NEAR/2 knowledge):ti,ab,kw,de) OR
(((telephone OR phone OR call OR called) NEAR/5
(followup OR ’follow up’ OR
discharge)):ti,ab,kw,de) OR (((educat* OR nurse
OR occupational OR geriatric* OR service* OR
appointment*) NEAR/5 (followup OR ’follow up*’ OR
referral)):ti,ab,kw,de) OR ((refer* NEAR/3
’secondary care’):ti,ab,kw,de) OR (((patient* OR
caregiver* OR ’care giver*’ OR family) NEAR/3
(contact* OR participation OR engagement OR
engaging)):ti,ab,kw,de) OR ((perception* NEAR/1
(patient* OR family OR caregiver* OR ’care
giver*’)):ti,ab,kw,de) OR ((family NEAR/1
meeting):ti,ab,kw,de) OR ’geriatric
consultation’:ti,ab,kw,de OR ’shared decision
making’/exp OR ’patient decision making’/exp OR
’family decision making’/exp OR ((’decision
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making’ NEAR/2 (shared OR family OR caregiver* OR
’care giver*’ OR patient*)):ti,ab) OR ’hearing
aid’/exp OR ’ampliﬁer’/exp OR ’auditory
rehabilitation’/exp OR ’electronic visual
aid’/exp OR ’optical visual aid’/exp OR (((aid OR
aids OR magniﬁer) NEAR/2 (reading OR vision OR
visual)):ti,ab) OR ((hearing NEAR/2 (ampliﬁer*
OR aid*)):ti,ab,kw,de) OR ((assistive NEAR/1
device*):ti) OR ((reading NEAR/1
glasses):ti,ab,kw,de) OR ((sign NEAR/1
language):ti,ab,kw,de) OR interpretor:ti,ab,kw,de
PICO 2 e 2051 results on March 24, 2021
Embase
Session Results
.......................................................
No. Query Results Results Date
#19. #5 OR #12 OR #18 2,051 24 Mar 2021
#18. #9 AND #13 AND #14 AND #16 AND ([article]/lim OR 673 24
Mar 2021
[article in press]/lim OR [data papers]/lim OR
[editorial]/lim OR [erratum]/lim OR [letter]/lim
OR [note]/lim OR [review]/lim OR [short
survey]/lim)
#17. #9 AND #13 AND #14 AND #16 1,155 24 Mar 2021
#16. #8 OR #15 364,734 24 Mar 2021
#15. ((acute NEAR/2 (setting OR care OR ward OR 117,988 24 Mar
2021
hospital)):ti) OR ((trauma NEAR/1 (patient* OR
center* OR centre* OR department* OR unit* OR
room*)):ti) OR (((emergency OR emergencies)
NEAR/3 (care OR service* OR dispatch* OR
department* OR unit* OR ward* OR room* OR center*
OR centre* OR system* OR stay* OR admit* OR
admission* OR evaluation* OR assess* OR medicine
OR visit* OR nurs* OR physician* OR clinician* OR
personnel OR patient* OR accidents)):ti) OR
(((ems OR ed OR er) NEAR/3 (care OR service* OR
dispatch* OR department* OR unit* OR ward* OR
room* OR center* OR centre* OR system* OR stay*
OR admit* OR admission* OR evaluation* OR assess*
OR visit* OR nurs* OR physician* OR patient* OR
personnel)):ti)
#14. ’interpersonal communication’/de OR 514,246 24 Mar 2021
’communication barrier’/de OR ’communication
skill’/de OR ’verbal communication’/de OR
communicat*:ti OR ((communicat* NEAR/5 (’older
adult*’ OR elderly OR geriatric OR patient* OR
caregiver* OR ’care giver*’ OR family OR
clinician* OR strateg* OR physician OR nurse OR
care OR needs OR positive OR skill* OR technolog*
OR difﬁcult* OR improv* OR system* OR gap OR
barrier* OR verbal)):ti,ab) OR teachback:ti,ab,kw
OR ’teach back’:ti,ab,kw OR comprehend:ti,ab,kw
OR comprehension:ti,ab,kw OR (((caregiver* OR
’care giver*’ OR instruction* OR discharge* OR
diagnos* OR document* OR message* OR option* OR
medication) NEAR/2 (understand OR understood OR
understanding)):ti,ab,kw,de) OR ’patient
education’/exp OR (((caregiver OR ’care giver’ OR
patient*) NEAR/3 (education OR
recall)):ti,ab,kw,de) OR ((family NEAR/1
(consult* OR meeting)):ti,ab,kw,de) OR
((instruction* NEAR/3 (discharge* OR return OR
caregiver* OR ’care giver*’ OR patient* OR
medication*)):ti,ab,kw,de) OR ((medication NEAR/2

knowledge):ti,ab,kw,de) OR ’ampliﬁer’/exp OR
(((aid OR aids) NEAR/2 (reading OR vision OR
visual)):ti,ab,kw,de) OR ((vision NEAR/1
magniﬁer):ti,ab,kw,de) OR ((assistive NEAR/1
device*):ti) OR ((hearing NEAR/2
ampliﬁer*):ti,ab,kw,de) OR ((reading NEAR/1
glasses):ti,ab,kw,de) OR ((sign NEAR/1
language):ti,ab,kw,de) OR interpretor:ti,ab,kw,de
#13. ’hospital discharge’/exp OR discharge:ti,ab,kw OR 463,666 24
Mar 2021
discharged:ti,ab,kw
#12. #6 AND #9 AND #10 AND ([article]/lim OR [article 1,075 24
Mar 2021
in press]/lim OR [data papers]/lim OR
[editorial]/lim OR [erratum]/lim OR [letter]/lim
OR [note]/lim OR [review]/lim OR [short
survey]/lim)
#11. #6 AND #9 AND #10 1,348 24 Mar 2021
#10. #7 OR #8 651,480 24 Mar 2021
#9. ’qualitative research’/exp OR ’clinical 17,252,520 24 Mar 2021
trial’/exp OR ’controlled study’/exp OR
’comparative study’/de OR ’feasibility study’/de
OR ’observational study’/exp OR ’panel study’/exp
OR ’pilot study’/exp OR ’prevention study’/exp OR
’quality improvement study’/exp OR ’quasi
experimental study’/exp OR ’validation study’/exp
OR ’community trial’/exp OR ’intervention
study’/exp OR ’longitudinal study’/exp OR ’major
clinical study’/exp OR ’prospective study’/exp OR
’retrospective study’/exp OR ’interview’/exp OR
’observational method’/exp OR ’questionnaire’/exp
OR ’case control study’/exp OR ’control’/exp OR
’practice guideline’/exp OR ’consensus
development’/exp OR ’review’/exp OR ’joint
commission’:ti,ab OR ((focus NEAR/1
group*):ti,ab) OR survey:ti,ab OR ’mixed
methods’:ti,ab OR retrospective*:ti,ab OR
review:ti,ab,kw,de OR interview*:ti,ab,kw,de OR
recorded:ti,ab,kw,de OR ((qualitative NEAR/2
research):ti,ab,kw,de) OR ((needs NEAR/1
assessment):ti,ab,kw,de) OR ((practice NEAR/1
guideline*):ti) OR ’qualitative
research’:ti,ab,kw,de OR
retrospective*:ti,ab,kw,de OR review:ti
#8. (((cognitive* OR cognition* OR neurocogniti* OR 247,200 24
Mar 2021
’neuro cogniti*’) NEAR/3 (disorder* OR defect* OR
deﬁcit* OR disabilit* OR dysfunction* OR
disfunction* OR impairment* OR interference* OR
decline* OR function* OR deteriorat*)):ti) OR
dementia*:ti OR amentia*:ti OR demention*:ti OR
cadasil*:ti OR alzheimer*:ti OR ’creutzfeldt
jakob’:ti OR huntington*:ti OR ’lewy bod*’:ti
#7. elderly:ti OR elderlies:ti OR geriatric*:ti OR 442,580 24 Mar
2021
((senior* NEAR/1 citizen*):ti) OR (((older OR
frail*) NEAR/2 (hospitalized OR hospitalised OR
elder* OR patient* OR person* OR inpatient* OR
people OR adult*)):ti) OR ((aged NEAR/1 (patient*
OR adult* OR people)):ti) OR gerontolog*:jt OR
geriatric*:jt OR ageing:jt OR aging:jt
#6. ’shared decision making’/exp OR ’patient decision 34,005 24
Mar 2021
making’/exp OR ’family decision making’/exp OR
((’decision making’ NEAR/2 (shared OR family OR
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caregiver* OR ’care giver*’ OR patient*)):ti,ab)
#5. #1 AND #2 AND #3 AND #4 339 24 Mar 2021
#4. ’cognitive defect’/exp OR (((cognitive* OR 689,538 24 Mar 2021
cognition* OR neurocogniti* OR ’neuro cogniti*’)
NEAR/3 (disorder* OR defect* OR deﬁcit* OR
disabilit* OR dysfunction* OR disfunction* OR
impair* OR interference* OR decline* OR function*
OR deteriorat*)):ti,ab,kw) OR ’dementia’/exp OR
dementia*:ti,ab,kw OR amentia*:ti,ab,kw OR
demention*:ti,ab,kw OR cadasil*:ti,ab,kw OR
alzheimer*:ti,ab,kw OR ’creutzfeldt
jakob’:ti,ab,kw OR huntington*:ti,ab,kw OR ’lewy
bod*’:ti,ab,kw
#3. ’hospital discharge’/exp OR discharge:ti,ab,kw OR 463,666 24
Mar 2021
discharged:ti,ab,kw
#2. ’emergency health service’/exp OR ’emergency 512,754 24 Mar
2021
ward’/exp OR emergicenter*:ti,ab,kw,de OR ((acute
NEAR/2 (setting OR care OR ward OR
hospital)):ti,ab) OR ((trauma NEAR/1 (patient* OR
center* OR centre* OR department* OR unit* OR
room*)):ti,ab) OR (((emergency OR emergencies)
NEAR/3 (care OR service* OR dispatch* OR
department* OR unit* OR ward* OR room* OR center*
OR centre* OR system* OR stay* OR admit* OR
admission* OR evaluation* OR assess* OR medicine
OR visit* OR nurs* OR physician* OR clinician* OR
personnel OR patient* OR accidents)):ti,ab,kw,de)
OR (((ems OR ed OR er) NEAR/3 (care OR service*
OR dispatch* OR department* OR unit* OR ward* OR
room* OR center* OR centre* OR system* OR stay*
OR admit* OR admission* OR evaluation* OR assess*
OR visit* OR nurs* OR physician* OR patient* OR
personnel)):ti,ab,kw,de) OR (((’a&e’ OR ’a & e’)
NEAR/2 (department* OR admission* OR
admitted)):ti,ab)
#1. ’interpersonal communication’/de OR 975,337 24 Mar 2021
’communication barrier’/de OR ’communication
skill’/de OR ’verbal communication’/de OR
communicat*:ti,ab,kw OR ’teach back’:ti,ab,kw OR
teachback:ti,ab,kw OR ((information NEAR/2
(obtain* OR transfer OR exchange OR
disclosure)):ti,ab,kw,de) OR comprehend:ti,ab,kw
OR comprehension:ti,ab,kw OR (((’care giver*’ OR
caregiver* OR instruction* OR discharge* OR
diagnos* OR document* OR message* OR option* OR
medication) NEAR/2 (understand OR understood OR
understanding)):ti,ab,kw,de) OR ’literacy’/exp OR
’health literacy’/exp OR ’patient education’/exp
OR ’consumer health information’/exp OR
literacy:ti,ab,kw,de OR ’plain
language’:ti,ab,kw,de OR
conversation*:ti,ab,kw,de OR
pamphlet*:ti,ab,kw,de OR ((patient* NEAR/3 (’hand
out*’ OR handout*)):ti,ab,kw,de) OR (((caregiver
OR ’care giver*’ OR patient*) NEAR/3 (education
OR recall)):ti,ab,kw,de) OR ((instruction* NEAR/3
(discharge* OR return OR caregiver* OR ’care
giver*’ OR patient* OR medication*)):ti,ab,kw,de)
OR ((medication NEAR/2 knowledge):ti,ab,kw,de) OR
(((telephone OR phone OR call OR called) NEAR/5
(followup OR ’follow up’ OR
discharge)):ti,ab,kw,de) OR (((educat* OR nurse
OR occupational OR geriatric* OR service* OR
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appointment*) NEAR/5 (followup OR ’follow up*’ OR
referral)):ti,ab,kw,de) OR ((refer* NEAR/3
’secondary care’):ti,ab,kw,de) OR (((patient* OR
caregiver* OR ’care giver*’ OR family) NEAR/3
(contact* OR participation OR engagement OR
engaging)):ti,ab,kw,de) OR ((perception* NEAR/1
(patient* OR family OR caregiver* OR ’care
giver*’)):ti,ab,kw,de) OR ((family NEAR/1
meeting):ti,ab,kw,de) OR ’geriatric
consultation’:ti,ab,kw,de OR ’shared decision
making’/exp OR ’patient decision making’/exp OR
’family decision making’/exp OR ((’decision
making’ NEAR/2 (shared OR family OR caregiver* OR
’care giver*’ OR patient*)):ti,ab) OR ’hearing
aid’/exp OR ’ampliﬁer’/exp OR ’auditory
rehabilitation’/exp OR ’electronic visual
aid’/exp OR ’optical visual aid’/exp OR (((aid OR
aids OR magniﬁer) NEAR/2 (reading OR vision OR
visual)):ti,ab) OR ((hearing NEAR/2 (ampliﬁer*
OR aid*)):ti,ab,kw,de) OR ((assistive NEAR/1
device*):ti) OR ((reading NEAR/1
glasses):ti,ab,kw,de) OR ((sign NEAR/1
language):ti,ab,kw,de) OR interpretor:ti,ab,kw,de
CINAHL CINAHL PICO 1 e 782 results on March 25, 2021
S1 Communication Broad (647,177) (MH "Communication") OR
(MH “communication barriers”) OR (MH "Communication Skills
Training") OR (MH "Communication Aids for Disabled") OR (MH
"Assistive Listening Systems") OR (MH "Patient Education") OR (MH
"Patient Discharge Education") OR (MH "Consumer Health
Informationþ") OR communicat*.ti,ab. OR (MH "Ampliﬁers, Electronic") OR (MH "Decision Making, Shared") OR (MH "Decision Making, Patientþ") OR (MH "Decision Making, Family") OR (TI (teach-back
OR teachback) OR (information N2 (obtain* OR transfer OR exchange
OR disclosure)) OR comprehend OR Comprehension OR ((caregiver*
OR care-giver* OR instruction* OR discharge* OR diagnos* OR document* OR message* OR option* OR medication) N2 (Understand OR
understood OR understanding)) OR literacy OR Plain-language OR
Conversation* OR pamphlet* OR (patient* N3 (hand-out* OR
handout*)) OR ((caregiver* OR care-giver* OR patient*) N3 (education
OR recall)) OR (instruction* N3 (discharge* OR return OR care-giver*
OR patient* OR medication*)) OR (knowledge N2 (Medication OR
drug)) OR ((telephone OR phone OR call OR called) N5 (followup OR
follow-up OR discharge)) OR ((educat* OR nurse OR occupational OR
geriatric* OR service* OR appointment*) N5 (followup OR follow-up
OR referral)) OR (refer* N3 secondary-care) OR ((patient* OR caregiver* OR care-giver* OR family) N3 (contact* OR participation OR
Engagement OR engaging)) OR (perception* N1 (patient* OR family OR
caregiver* OR care-giver*)) OR (family N1 meeting) OR (geriatric N1
consultation) OR (decision-making N2 (shared OR family or caregiver*
OR care-giver* OR patient*)) OR ((aid OR aids) N2 (reading OR vision
oR visual)) OR (vision N1 magniﬁer) OR (hearing N2 (ampliﬁer* OR
aid*)) OR (assistive N1 device*) OR (reading N1 glasses) OR (sign N1
language) OR interpretor) OR (AB (teach-back OR teachback) OR (information N2 (obtain* OR transfer OR exchange OR disclosure)) OR
comprehend OR Comprehension OR ((caregiver* OR care-giver* OR
instruction* OR discharge* OR diagnos* OR document* OR message*
OR option* OR medication) N2 (Understand OR understood OR understanding)) OR literacy OR Plain-language OR Conversation* OR
pamphlet* OR (patient* N3 (hand-out* OR handout*)) OR ((caregiver*
OR care-giver* OR patient*) N3 (education OR recall)) OR (instruction*
N3 (discharge* OR return OR care-giver* OR patient* OR medication*))
OR (knowledge N2 (Medication OR drug)) OR ((telephone OR phone
OR call OR called) N5 (followup OR follow-up OR discharge)) OR
((educat* OR nurse OR occupational OR geriatric* OR service* OR
appointment*) N5 (followup OR follow-up OR referral)) OR (refer* N3

1313.e40

C.R. Carpenter et al. / JAMDA 23 (2022) 1313.e15e1313.e46

secondary-care) OR ((patient* OR caregiver* OR care-giver* OR family)
N3 (contact* OR participation OR Engagement OR engaging)) OR
(perception* N1 (patient* OR family OR caregiver* OR care-giver*)) OR
(family N1 meeting) OR (geriatric N1 consultation) OR (decisionmaking N2 (shared OR family or caregiver* OR care-giver* OR patient*)) OR ((aid OR aids) N2 (reading OR vision oR visual)) OR (vision
N1 magniﬁer) OR (hearing N2 (ampliﬁer* OR aid*)) OR (reading N1
glasses) OR (sign N1 language) OR interpretor)
S2 Cognitive Dysfunction/Dementia - (155,858)(MH "Cognition
Disorders") OR (MH “Mild cognitive impairment”) OR (MH
"Dementiaþ") OR (TI ((cognitive* or cognition* or neurocogniti* or
neuro-cogniti*) N3 (disorder* or defect* or deﬁcit* or disabilit* or
dysfunction* or disfunction* or impair* or interference* or decline* or
function* or deteriorat*)) ORdementia* or amentia* or demention* or
CADASIL* or Alzheimer* or Creutzfeldt-Jakob or Huntington* or
Lewy-Bod*) OR (AB ((cognitive* or cognition* or neurocogniti* or
neuro-cogniti*) N3 (disorder* or defect* or deﬁcit* or disabilit* or
dysfunction* or disfunction* or impair* or interference* or decline* or
function* or deteriorat*)) ORdementia* or amentia* or demention* or
CADASIL* or Alzheimer* or Creutzfeldt-Jakob or Huntington* or LewyBod*)
S3 Emergency Department - (246,339)(MH "Emergency Medical
Services") OR (MH "Emergency Serviceþ") OR emergicenter* OR
(acute N2 (setting OR care OR ward OR hospital)) OR (trauma N1
(patient* OR center* OR centre* OR department* OR unit* OR room*))
OR ((Emergency OR emergencies) N3 (care OR service* OR dispatch*
OR department* OR unit* OR ward* OR room* OR center* OR centre*
OR system* OR stay* or admit* or admission* or evaluation* OR assess*
OR medicine OR visit* OR Nurs* OR physician* OR patient* OR clinician
OR personnel OR accidents)) OR ((EMS OR ED) N3 (care OR service* OR
dispatch* OR department* OR unit* OR ward* OR room* OR center* OR
centre* OR system* OR stay* or admit* or admission* or evaluation* OR
assess* OR visit* OR Nurs* OR physician* OR patient* OR personnel))
S4 Agede(982,751)
(MH "Agedþ") OR (TI (elderly OR elderlies OR centenarian* OR
nonagenarian* OR octogenarian* OR septuagenarian* OR sexagenarian* OR geriatric* OR senium*) OR (senior* N1 citizen*) OR ((older
OR frail*) N2 (hospitalized OR hospitalised OR elder* OR patient* OR
person* OR inpatient* OR people OR adult*)) OR aged-adult OR agedadults OR aged-patient OR aged-patients) OR (AB (elderly OR elderlies
OR centenarian* OR nonagenarian* OR octogenarian* OR septuagenarian* OR sexagenarian* OR geriatric* OR senium*) OR (senior* N1
citizen*) OR ((older OR frail*) N2 (hospitalized OR hospitalised OR
elder* OR patient* OR person* OR inpatient* OR people OR adult*)) OR
aged-adult OR aged-adults OR aged-patient OR aged-patients) OR (SO
gerontolog* OR geriatric* OR ageing OR aging) OR (MW older-adult OR
older-adults)
S1 AND S2 AND S3 AND S4 ¼ 782
PICO 2d276 results on 3/25/21
S1 Communication Broad (647,177)
(MH "Communication") OR (MH “communication barriers”) OR
(MH "Communication Skills Training") OR (MH "Communication Aids
for Disabled") OR (MH "Assistive Listening Systems") OR (MH "Patient
Education") OR (MH "Patient Discharge Education") OR (MH "Consumer Health Informationþ") OR communicat*.ti,ab. OR (MH "Ampliﬁers, Electronic") OR (MH "Decision Making, Shared") OR (MH
"Decision Making, Patientþ") OR (MH "Decision Making, Family") OR
(TI (teach-back OR teachback) OR (information N2 (obtain* OR transfer
OR exchange OR disclosure)) OR comprehend OR Comprehension OR
((caregiver* OR care-giver* OR instruction* OR discharge* OR diagnos*
OR document* OR message* OR option* OR medication) N2 (Understand OR understood OR understanding)) OR literacy OR
Plain-language OR Conversation* OR pamphlet* OR (patient* N3
(hand-out* OR handout*)) OR ((caregiver* OR care-giver* OR patient*)
N3 (education OR recall)) OR (instruction* N3 (discharge* OR return

OR care-giver* OR patient* OR medication*)) OR (knowledge N2
(Medication OR drug)) OR ((telephone OR phone OR call OR called) N5
(followup OR follow-up OR discharge)) OR ((educat* OR nurse OR
occupational OR geriatric* OR service* OR appointment*) N5 (followup OR follow-up OR referral)) OR (refer* N3 secondary-care) OR
((patient* OR caregiver* OR care-giver* OR family) N3 (contact* OR
participation OR Engagement OR engaging)) OR (perception* N1
(patient* OR family OR caregiver* OR care-giver*)) OR (family N1
meeting) OR (geriatric N1 consultation) OR (decision-making N2
(shared OR family or caregiver* OR care-giver* OR patient*)) OR ((aid
OR aids) N2 (reading OR vision oR visual)) OR (vision N1 magniﬁer) OR
(hearing N2 (ampliﬁer* OR aid*)) OR (assistive N1 device*) OR
(reading N1 glasses) OR (sign N1 language) OR interpretor) OR (AB
(teach-back OR teachback) OR (information N2 (obtain* OR transfer
OR exchange OR disclosure)) OR comprehend OR Comprehension OR
((caregiver* OR care-giver* OR instruction* OR discharge* OR diagnos*
OR document* OR message* OR option* OR medication) N2 (Understand OR understood OR understanding)) OR literacy OR Plainlanguage OR Conversation* OR pamphlet* OR (patient* N3 (handout* OR handout*)) OR ((caregiver* OR care-giver* OR patient*) N3
(education OR recall)) OR (instruction* N3 (discharge* OR return OR
care-giver* OR patient* OR medication*)) OR (knowledge N2 (Medication OR drug)) OR ((telephone OR phone OR call OR called) N5
(followup OR follow-up OR discharge)) OR ((educat* OR nurse OR
occupational OR geriatric* OR service* OR appointment*) N5 (followup OR follow-up OR referral)) OR (refer* N3 secondary-care) OR
((patient* OR caregiver* OR care-giver* OR family) N3 (contact* OR
participation OR Engagement OR engaging)) OR (perception* N1
(patient* OR family OR caregiver* OR care-giver*)) OR (family N1
meeting) OR (geriatric N1 consultation) OR (decision-making N2
(shared OR family or caregiver* OR care-giver* OR patient*)) OR ((aid
OR aids) N2 (reading OR vision oR visual)) OR (vision N1 magniﬁer) OR
(hearing N2 (ampliﬁer* OR aid*)) OR (reading N1 glasses) OR (sign N1
language) OR interpretor)
S2 Cognitive Dysfunction/Dementia - (155,858)(MH "Cognition
Disorders") OR (MH “Mild cognitive impairment”) OR (MH
"Dementiaþ") OR (TI ((cognitive* or cognition* or neurocogniti* or
neuro-cogniti*) N3 (disorder* or defect* or deﬁcit* or disabilit* or
dysfunction* or disfunction* or impair* or interference* or decline* or
function* or deteriorat*)) ORdementia* or amentia* or demention* or
CADASIL* or Alzheimer* or Creutzfeldt-Jakob or Huntington* or LewyBod*) OR (AB ((cognitive* or cognition* or neurocogniti* or neurocogniti*) N3 (disorder* or defect* or deﬁcit* or disabilit* or dysfunction* or disfunction* or impair* or interference* or decline* or function* or deteriorat*)) ORdementia* or amentia* or demention* or
CADASIL* or Alzheimer* or Creutzfeldt-Jakob or Huntington* or LewyBod*)
S3 Emergency Department - (246,339)(MH "Emergency Medical
Services") OR (MH "Emergency Serviceþ") OR emergicenter* OR
(acute N2 (setting OR care OR ward OR hospital)) OR (trauma N1
(patient* OR center* OR centre* OR department* OR unit* OR room*))
OR ((Emergency OR emergencies) N3 (care OR service* OR dispatch*
OR department* OR unit* OR ward* OR room* OR center* OR centre*
OR system* OR stay* or admit* or admission* or evaluation* OR assess*
OR medicine OR visit* OR Nurs* OR physician* OR patient* OR clinician
OR personnel OR accidents)) OR ((EMS OR ED) N3 (care OR service* OR
dispatch* OR department* OR unit* OR ward* OR room* OR center* OR
centre* OR system* OR stay* or admit* or admission* or evaluation* OR
assess* OR visit* OR Nurs* OR physician* OR patient* OR personnel))
S6 Dischargee(89,354) (MH "Patient Discharge Education") OR
(MH "Patient Discharge") OR (MH "Discharge Planning") OR (MH
"Early Patient Discharge") OR (TI discharge OR discharged) OR (AB
discharge OR discharged)
S1 AND S2 AND S3 AND S6 ¼ 276
PsycInfo
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PICO 1 432 on March 25, 2021
S1 Communication Broad (516,644)
(TI (teach-back OR teachback) OR (information N2 (obtain* OR
transfer OR exchange OR disclosure)) OR comprehend OR Comprehension OR ((caregiver* OR care-giver* OR instruction* OR discharge*
OR diagnos* OR document* OR message* OR option* OR medication)
N2 (Understand OR understood OR understanding)) OR literacy OR
Plain-language OR Conversation* OR pamphlet* OR (patient* N3
(hand-out* OR handout*)) OR ((caregiver* OR care-giver* OR patient*)
N3 (education OR recall)) OR (instruction* N3 (discharge* OR return
OR care-giver* OR patient* OR medication*)) OR (knowledge N2
(Medication OR drug)) OR ((telephone OR phone OR call OR called) N5
(followup OR follow-up OR discharge)) OR ((educat* OR nurse OR
occupational OR geriatric* OR service* OR appointment*) N5 (followup OR follow-up OR referral)) OR (refer* N3 secondary-care) OR
((patient* OR caregiver* OR care-giver* OR family) N3 (contact* OR
participation OR Engagement OR engaging)) OR (perception* N1
(patient* OR family OR caregiver* OR care-giver*)) OR (family N1
meeting) OR (geriatric N1 consultation) OR (decision-making N2
(shared OR family or caregiver* OR care-giver* OR patient*)) OR ((aid
OR aids) N2 (reading OR vision oR visual)) OR (vision N1 magniﬁer) OR
(hearing N2 (ampliﬁer* OR aid*)) OR (assistive N1 device*) OR
(reading N1 glasses) OR (sign N1 language) OR interpretor) OR (AB
(teach-back OR teachback) OR (information N2 (obtain* OR transfer
OR exchange OR disclosure)) OR comprehend OR Comprehension OR
((caregiver* OR care-giver* OR instruction* OR discharge* OR diagnos*
OR document* OR message* OR option* OR medication) N2 (Understand OR understood OR understanding)) OR literacy OR
Plain-language OR Conversation* OR pamphlet* OR (patient* N3
(hand-out* OR handout*)) OR ((caregiver* OR care-giver* OR patient*)
N3 (education OR recall)) OR (instruction* N3 (discharge* OR return
OR care-giver* OR patient* OR medication*)) OR (knowledge N2
(Medication OR drug)) OR ((telephone OR phone OR call OR called) N5
(followup OR follow-up OR discharge)) OR ((educat* OR nurse OR
occupational OR geriatric* OR service* OR appointment*) N5 (followup OR follow-up OR referral)) OR (refer* N3 secondary-care) OR
((patient* OR caregiver* OR care-giver* OR family) N3 (contact* OR
participation OR Engagement OR engaging)) OR (perception* N1
(patient* OR family OR caregiver* OR care-giver*)) OR (family N1
meeting) OR (geriatric N1 consultation) OR (decision-making N2
(shared OR family or caregiver* OR care-giver* OR patient*)) OR ((aid
OR aids) N2 (reading OR vision oR visual)) OR (vision N1 magniﬁer) OR
(hearing N2 (ampliﬁer* OR aid*)) OR (reading N1 glasses) OR (sign N1
language) OR interpretor)
S2 Cognitive Dysfunction/Dementiae(218,070)DE "Cognitive
Impairment" OR DE "Mild Cognitive Impairment" OR DE “Dementia”
OR (TI ((cognitive* or cognition* or neurocogniti* or neuro-cogniti*)
N3 (disorder* or defect* or deﬁcit* or disabilit* or dysfunction* or
disfunction* or impair* or interference* or decline* or function* or
deteriorat*)) OR dementia* or amentia* or demention* or CADASIL* or
Alzheimer* or Creutzfeldt-Jakob or Huntington* or Lewy-Bod*) OR (AB
((cognitive* or cognition* or neurocogniti* or neuro-cogniti*) N3
(disorder* or defect* or deﬁcit* or disabilit* or dysfunction* or
disfunction* or impair* or interference* or decline* or function* or
deteriorat*)) ORdementia* or amentia* or demention* or CADASIL* or
Alzheimer* or Creutzfeldt-Jakob or Huntington* or Lewy-Bod*)
S3 Emergency Departmente(43,278) DE "Emergency Services" OR
DE "Emergency Medicine" OR DE "Emergency Personnel" OR (TI
emergicenter* OR (acute N2 (setting OR care OR ward OR hospital)) OR
(trauma N1 (patient* OR center* OR centre* OR department* OR unit*
OR room*)) OR ((Emergency OR emergencies) N3 (care OR service* OR
dispatch* OR department* OR unit* OR ward* OR room* OR center* OR
centre* OR system* OR stay* or admit* or admission* or evaluation* OR
assess* OR medicine OR visit* OR Nurs* OR physician* OR patient* OR
clinician OR personnel OR accidents)) OR ((EMS OR ED) N3 (care OR

1313.e41

service* OR dispatch* OR department* OR unit* OR ward* OR room*
OR center* OR centre* OR system* OR stay* or admit* or admission* or
evaluation* OR assess* OR visit* OR Nurs* OR physician* OR patient*
OR personnel))) OR (AB emergicenter* OR (acute N2 (setting OR care
OR ward OR hospital)) OR (trauma N1 (patient* OR center* OR centre*
OR department* OR unit* OR room*)) OR ((Emergency OR emergencies) N3 (care OR service* OR dispatch* OR department* OR unit* OR
ward* OR room* OR center* OR centre* OR system* OR stay* or admit*
or admission* or evaluation* OR assess* OR medicine OR visit* OR
Nurs* OR physician* OR patient* OR clinician OR personnel OR accidents)) OR ((EMS OR ED) N3 (care OR service* OR dispatch* OR
department* OR unit* OR ward* OR room* OR center* OR centre* OR
system* OR stay* or admit* or admission* or evaluation* OR assess* OR
visit* OR Nurs* OR physician* OR patient* OR personnel)))
S4 Agede(446,837)
AG aged OR DE "Elder Care" OR DE "Gerontology" OR DE "Geriatrics" OR (TI (elderly OR elderlies OR centenarian* OR nonagenarian*
OR octogenarian* OR septuagenarian* OR sexagenarian* OR geriatric*
OR senium*) OR (senior* N1 citizen*) OR ((older OR frail*) N2 (hospitalized OR hospitalised OR elder* OR patient* OR person* OR inpatient* OR people OR adult*)) OR aged-adult OR aged-adults OR agedpatient OR aged-patients) OR (AB (elderly OR elderlies OR centenarian* OR nonagenarian* OR octogenarian* OR septuagenarian* OR
sexagenarian* OR geriatric* OR senium*) OR (senior* N1 citizen*) OR
((older OR frail*) N2 (hospitalized OR hospitalised OR elder* OR patient* OR person* OR inpatient* OR people OR adult*)) OR aged-adult
OR aged-adults OR aged-patient OR aged-patients) OR (SO gerontolog* OR geriatric* OR ageing OR aging) OR (KW older-adult OR
older-adults)
S1 AND S2 AND S3 AND S4 ¼ 432
PICO 2103 on 3/25/21
S1 Communication Broad (516,644)
(TI (teach-back OR teachback) OR (information N2 (obtain* OR
transfer OR exchange OR disclosure)) OR comprehend OR Comprehension OR ((caregiver* OR care-giver* OR instruction* OR discharge*
OR diagnos* OR document* OR message* OR option* OR medication)
N2 (Understand OR understood OR understanding)) OR literacy OR
Plain-language OR Conversation* OR pamphlet* OR (patient* N3
(hand-out* OR handout*)) OR ((caregiver* OR care-giver* OR patient*)
N3 (education OR recall)) OR (instruction* N3 (discharge* OR return
OR care-giver* OR patient* OR medication*)) OR (knowledge N2
(Medication OR drug)) OR ((telephone OR phone OR call OR called) N5
(followup OR follow-up OR discharge)) OR ((educat* OR nurse OR
occupational OR geriatric* OR service* OR appointment*) N5 (followup OR follow-up OR referral)) OR (refer* N3 secondary-care) OR
((patient* OR caregiver* OR care-giver* OR family) N3 (contact* OR
participation OR Engagement OR engaging)) OR (perception* N1
(patient* OR family OR caregiver* OR care-giver*)) OR (family N1
meeting) OR (geriatric N1 consultation) OR (decision-making N2
(shared OR family or caregiver* OR care-giver* OR patient*)) OR ((aid
OR aids) N2 (reading OR vision oR visual)) OR (vision N1 magniﬁer) OR
(hearing N2 (ampliﬁer* OR aid*)) OR (assistive N1 device*) OR
(reading N1 glasses) OR (sign N1 language) OR interpretor) OR (AB
(teach-back OR teachback) OR (information N2 (obtain* OR transfer
OR exchange OR disclosure)) OR comprehend OR Comprehension OR
((caregiver* OR care-giver* OR instruction* OR discharge* OR diagnos*
OR document* OR message* OR option* OR medication) N2 (Understand OR understood OR understanding)) OR literacy OR Plainlanguage OR Conversation* OR pamphlet* OR (patient* N3 (handout* OR handout*)) OR ((caregiver* OR care-giver* OR patient*) N3
(education OR recall)) OR (instruction* N3 (discharge* OR return OR
care-giver* OR patient* OR medication*)) OR (knowledge N2 (Medication OR drug)) OR ((telephone OR phone OR call OR called) N5
(followup OR follow-up OR discharge)) OR ((educat* OR nurse OR
occupational OR geriatric* OR service* OR appointment*) N5
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(followup OR follow-up OR referral)) OR (refer* N3 secondary-care)
OR ((patient* OR caregiver* OR care-giver* OR family) N3 (contact*
OR participation OR Engagement OR engaging)) OR (perception* N1
(patient* OR family OR caregiver* OR care-giver*)) OR (family N1
meeting) OR (geriatric N1 consultation) OR (decision-making N2
(shared OR family or caregiver* OR care-giver* OR patient*)) OR ((aid
OR aids) N2 (reading OR vision oR visual)) OR (vision N1 magniﬁer) OR
(hearing N2 (ampliﬁer* OR aid*)) OR (reading N1 glasses) OR (sign N1
language) OR interpretor)
S2 Cognitive Dysfunction/Dementiae(218,070)DE "Cognitive
Impairment" OR DE "Mild Cognitive Impairment" OR DE “Dementia”
OR (TI ((cognitive* or cognition* or neurocogniti* or neuro-cogniti*)
N3 (disorder* or defect* or deﬁcit* or disabilit* or dysfunction* or
disfunction* or impair* or interference* or decline* or function* or
deteriorat*)) OR dementia* or amentia* or demention* or CADASIL* or
Alzheimer* or Creutzfeldt-Jakob or Huntington* or Lewy-Bod*) OR (AB
((cognitive* or cognition* or neurocogniti* or neuro-cogniti*) N3
(disorder* or defect* or deﬁcit* or disabilit* or dysfunction* or
disfunction* or impair* or interference* or decline* or function* or
deteriorat*)) OR dementia* or amentia* or demention* or CADASIL* or
Alzheimer* or Creutzfeldt-Jakob or Huntington* or Lewy-Bod*)
S3 Emergency Departmente(43,278) DE "Emergency Services" OR
DE "Emergency Medicine" OR DE "Emergency Personnel" OR (TI
emergicenter* OR (acute N2 (setting OR care OR ward OR hospital)) OR
(trauma N1 (patient* OR center* OR centre* OR department* OR unit*
OR room*)) OR ((Emergency OR emergencies) N3 (care OR service* OR
dispatch* OR department* OR unit* OR ward* OR room* OR center* OR
centre* OR system* OR stay* or admit* or admission* or evaluation* OR
assess* OR medicine OR visit* OR Nurs* OR physician* OR patient* OR
clinician OR personnel OR accidents)) OR ((EMS OR ED) N3 (care OR
service* OR dispatch* OR department* OR unit* OR ward* OR room*
OR center* OR centre* OR system* OR stay* or admit* or admission* or
evaluation* OR assess* OR visit* OR Nurs* OR physician* OR patient*
OR personnel))) OR (AB emergicenter* OR (acute N2 (setting OR care
OR ward OR hospital)) OR (trauma N1 (patient* OR center* OR centre*
OR department* OR unit* OR room*)) OR ((Emergency OR emergencies) N3 (care OR service* OR dispatch* OR department* OR unit* OR
ward* OR room* OR center* OR centre* OR system* OR stay* or admit*
or admission* or evaluation* OR assess* OR medicine OR visit* OR
Nurs* OR physician* OR patient* OR clinician OR personnel OR accidents)) OR ((EMS OR ED) N3 (care OR service* OR dispatch* OR
department* OR unit* OR ward* OR room* OR center* OR centre* OR
system* OR stay* or admit* or admission* or evaluation* OR assess* OR
visit* OR Nurs* OR physician* OR patient* OR personnel)))
S6 Dischargee(37,321)
DE "Hospital Discharge" OR DE "Discharge Planning" OR (TI
discharge OR discharged) OR (AB discharge OR discharged)
S1 AND S2 AND S3 AND S6 ¼ 103
Cochrane Central
PICO 1e371 results on 03/25/21PICO 2 - 188 results on 03/25/21
1. Communication 999917 teach-back:ti,ab,kw OR communication:ti,ab,kw OR ’patient edcuation’:ti,ab,kw OR (medication* near/2
(knowledge OR understand)):ti,ab,kw OR teach-back:ti,ab,kw OR
(information near/2 (obtain* OR transfer OR exchange OR disclosure)):ti,ab,kw
OR
comprehend:ti,ab,kw
OR
Comprehension:ti,ab,kw OR ((caregiver* OR instruction* OR discharge* OR
diagnos* OR document* OR message* OR option* OR medication)
near/2 (Understand OR understood OR understanding)):ti,ab,kw OR
’Plain language’:ti,ab,kw OR Conversation*:ti,ab,kw OR pamphlet*:ti,ab,kw OR (patient* near/3 (handout*)):ti,ab,kw OR ((caregiver OR patient*) near/3 (education OR recall)):ti,ab,kw OR
(instruction* near/3 (discharge* OR return OR caregiver* OR caregiver* OR patient* OR medication*)):ti,ab,kw OR (Medication near/2
knowledge):ti,ab,kw OR ((educat* OR nurse OR occupational OR
geriatric* OR service* OR appointment*) NEAR/5 (followup OR

referral)):ti,ab,kw OR (refer* near/3 ’secondary care’):ti,ab,kw OR
((patient* OR caregiver* OR family) near/3 (contact* OR participation
OR Engagement OR engaging)):ti,ab,kw OR (perception* near/1 (patient* OR family OR caregiver*)):ti,ab,kw OR (family near/1 meeting):ti,ab,kw OR ’geriatric consultation’:ti,ab,kw OR (decision-making
near/2 (shared OR family or caregiver* OR care-giver* OR
patient*)):ti,ab
2. Cognitive Dysfunction 45753((cognitive* or cognition* or neurocogniti* or neuro-cogniti*) near/3 (disorder* or defect* or deﬁcit* or
disabilit* or dysfunction* or disfunction* or impair* or interference* or
decline* or function* or deteriorat*)):ti,ab,kw OR (dementia* or
amentia* or demention* or CADASIL* or Alzheimer* or CreutzfeldtJakob or Huntington* or Lewy-Bod*):ti,ab,kw
3. Emergency Department 28198 emergicenter*:ti,ab,kw OR
(acute NEAR/2 (setting OR care OR ward OR hospital)):ti,ab OR
((trauma NEAR/1 (patient* OR center* OR centre* OR department* OR
unit* OR room*)):ti,ab) OR ((Emergency OR emergencies) near/3 (care
OR service* OR dispatch* OR department* OR unit* OR ward* OR
room* OR center* OR centre* OR system* OR stay* or admit* or
admission* or evaluation* OR assess* OR medicine OR visit* OR Nurs*
OR physician* OR clinician* OR personnel OR patient* OR accidents)):ti,ab,kw OR ((EMS OR ED OR ER) near/3 (care OR service* OR
dispatch* OR department* OR unit* OR ward* OR room* OR center* OR
centre* OR system* OR stay* or admit* or admission* or evaluation* OR
assess* OR visit* OR Nurs* OR physician* OR patient* OR
personnel)):ti,ab,kw
4. Older Adults 520177 aged:kw OR (elderly OR elderlies OR
centenarian* OR nonagenarian* OR octogenarian* OR septuagenarian*
OR sexagenarian* OR geriatric* OR senium*):ti,ab,kw OR (senior* near/
1 citizen*):ti,ab,kw OR ((older OR frail*) near/2 (hospitalized OR
hospitalised OR elder* OR patient* OR person* OR inpatient* OR
people OR adult*)):ti,ab,kw OR ’aged adult’:ti,ab,kw OR ’aged adults’:ti,ab,kw OR ’aged patient’:ti,ab,kw OR ’aged patients’:ti,ab,kw
5.
Hospital
Discharge
37423
discharge:ti,ab,kw
OR
discharged:ti,ab,kw
6. 1 and 2 and 3 and 4 382
7. 6 Restricted to Trials 371
8. 1 and 2 and 3 and 5 192
9. 8 Resricted to Trials 188
Web of Science
PICO 1- 35 results on 03/25/21
1. Communication broad
(TI¼ (communicat*)) OR (AB¼ (communicat*)) OR (TS¼ ((teachback OR teachback) OR (information near/2 (obtain* OR transfer OR
exchange OR disclosure)) OR Comprehension OR ((care-giver* OR
caregiver* OR instruction* OR discharge* OR diagnos* OR document*
OR message* OR option* OR medication) near/3 (comprehend OR
Understand OR understood OR understanding)) OR “Plain language”
OR pamphlet* OR (patient* near/3 (hand-out* OR handout*)) OR
((caregiver OR care-giver* OR patient*) near/3 (education OR recall))
OR (instruction* near/3 (discharge* OR return OR caregiver* OR caregiver* OR patient* OR medication*)) OR (Medication near/2 knowledge) OR ((telephone OR phone OR call OR called) near/5 (followup OR
follow-up OR discharge)) OR((educat* OR nurse OR occupational OR
geriatric* OR service* OR appointment*) NEAR/5 (followup OR followup* OR referral)) OR (refer* near/3 “secondary care”) OR ((patient* OR
caregiver* OR care-giver* OR family) near/3 (contact* OR participation
OR Engagement OR engaging)) OR (perception* near/1 (patient* OR
family OR caregiver* OR care-giver*)) OR (family near/1 meeting) OR
“geriatric consultation” OR (decision-making near/2 (shared OR family
or caregiver* OR care-giver* OR patient*)) OR ((aid OR aids OR
magniﬁer) near/2 (reading OR vision oR visual)) OR (hearing near/2
(ampliﬁer* OR aid*)) OR (reading near/1 glasses) OR (sign near/1
language) OR interpretor))
2. Cognitive Impairment
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(TS¼ (dementia* OR amentia* OR demention* OR CADASIL* OR
Alzheimer* OR Creutzfeldt-Jakob OR Huntington* OR Lewy-Bod*)) OR
(TS¼ ((cognitive* OR cognition* OR neurocogniti* OR neuro-cogniti*)
near/3 (disORder* OR defect* OR deﬁcit* OR disabilit* OR dysfunction*
OR disfunction* OR impair* OR interference* OR decline* OR function*
OR deteriORat*)))
3. Emergency Department
(TS¼ (emergicenter* OR (acute NEAR/2 (setting OR care OR ward
OR hospital)) OR ((trauma NEAR/1 (patient* OR center* OR centre* OR
department* OR unit* OR room*))) OR ((Emergency OR emergencies)
near/3 (care OR service* OR dispatch* OR department* OR unit* OR
ward* OR room* OR center* OR centre* OR system* OR stay* or admit*
or admission* or evaluation* OR assess* OR medicine OR visit* OR
Nurs* OR physician* OR clinician* OR personnel OR patient* OR accidents)) OR ((EMS OR ED OR ER) near/3 (care OR service* OR dispatch*
OR department* OR unit* OR ward* OR room* OR center* OR centre*
OR system* OR stay* or admit* or admission* or evaluation* OR assess*
OR visit* OR Nurs* OR physician* OR patient* OR personnel))))
4. Aged
(AK¼ (Aged)) OR (TS¼ (elderly OR elderlies OR centenarian* OR
nonagenarian* OR octogenarian* OR septuagenarian* OR sexagenarian* OR geriatric* OR senium* OR (senior* near/1 citizen*) OR
((older OR frail*) near/2 (hospitalized OR hospitalised OR elder* OR
patient* OR person* OR inpatient* OR people OR adult*)) OR "aged
adult" OR "aged adults" OR "aged patient" OR "aged patients")) OR
(SO¼ (gerontolog* OR geriatric* OR ageing OR aging))
1 and 2 and 3 and 4 ¼ 35
PICO 2 e 143 results on 3/25/21
1. Communication broad
(TI¼ (communicat*)) OR (AB¼ (communicat*)) OR (TS¼ ((teachback OR teachback) OR (information near/2 (obtain* OR transfer OR
exchange OR disclosure)) OR Comprehension OR ((care-giver* OR
caregiver* OR instruction* OR discharge* OR diagnos* OR document*
OR message* OR option* OR medication) near/3 (comprehend OR
Understand OR understood OR understanding)) OR“Plain language”
OR pamphlet* OR (patient* near/3 (hand-out* OR handout*)) OR
((caregiver OR care-giver* OR patient*) near/3 (education OR recall))
OR (instruction* near/3 (discharge* OR return OR caregiver* OR caregiver* OR patient* OR medication*)) OR (Medication near/2 knowledge) OR ((telephone OR phone OR call OR called) near/5 (followup OR
follow-up OR discharge)) OR((educat* OR nurse OR occupational OR
geriatric* OR service* OR appointment*) NEAR/5 (followup OR followup* OR referral)) OR (refer* near/3 “secondary care”) OR ((patient* OR
caregiver* OR care-giver* OR family) near/3 (contact* OR participation
OR Engagement OR engaging)) OR (perception* near/1 (patient* OR
family OR caregiver* OR care-giver*)) OR (family near/1 meeting) OR
“geriatric consultation” OR (decision-making near/2 (shared OR family
or caregiver* OR care-giver* OR patient*)) OR ((aid OR aids OR
magniﬁer) near/2 (reading OR vision oR visual)) OR (hearing near/2
(ampliﬁer* OR aid*)) OR (reading near/1 glasses) OR (sign near/1
language) OR interpretor))
2. Cognitive Impairment
(TS¼ (dementia* OR amentia* OR demention* OR CADASIL* OR
Alzheimer* OR Creutzfeldt-Jakob OR Huntington* OR Lewy-Bod*)) OR
(TS¼ ((cognitive* OR cognition* OR neurocogniti* OR neuro-cogniti*)
near/3 (disORder* OR defect* OR deﬁcit* OR disabilit* OR dysfunction*
OR disfunction* OR impair* OR interference* OR decline* OR function*
OR deteriORat*)))
3. Emergency Department
(TS¼ (emergicenter* OR (acute NEAR/2 (setting OR care OR ward
OR hospital)) OR ((trauma NEAR/1 (patient* OR center* OR centre* OR
department* OR unit* OR room*))) OR ((Emergency OR emergencies)
near/3 (care OR service* OR dispatch* OR department* OR unit* OR
ward* OR room* OR center* OR centre* OR system* OR stay* or admit*
or admission* or evaluation* OR assess* OR medicine OR visit* OR
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Nurs* OR physician* OR clinician* OR personnel OR patient* OR accidents)) OR ((EMS OR ED OR ER) near/3 (care OR service* OR dispatch*
OR department* OR unit* OR ward* OR room* OR center* OR centre*
OR system* OR stay* or admit* or admission* or evaluation* OR assess*
OR visit* OR Nurs* OR physician* OR patient* OR personnel))))
4. Hospital Discharge
(TS¼ (discharge OR discharged))
5. 1 and 2 and 3 and 6 ¼ 143
PubMed Central
PICO 1e23 Results on 03/25/21
1. Communication Broade273,442
communicat*[tiab] OR teach-back[tiab] OR teachback[tiab] OR
“information transfer”[tiab] OR “obtain information”[tiab] OR “information exchange”[tiab] OR “information disclosure”[tiab] comprehend[tiab]
OR
Comprehension[tiab]
OR“understand
instructions”[tiab] OR literacy[tiab] OR "Plain language”[tiab] OR
Conversation*[tiab] OR pamphlet*[tiab] OR “patient handout”[tiab]
OR “patient education”[tiab] OR “medication knowledge”[tiab] OR
“drug knowledge”[tiab] OR “patient referral”[tiab] OR “occupational
therapy”[tiab] OR “geriatric referral”[tiab] OR “followup appointment”[tiab] OR “follow-up appointment”[tiab] OR “referral to secondary care”[tiab] OR “patient engagement”[tiab] OR “family
engagement”[tiab] OR “caregiver engagement”[tiab] OR “family
meeting”[tiab] OR "geriatric consultation”[tiab] OR “shared decision
making”[tiab] OR “family decision making”[tiab] OR “caregiver decision making”[tiab] OR “patient decision making”[tiab] OR ampliﬁer or
ampliﬁers OR “vision aid”[tiab] OR “reading glasses”[tiab] OR “sign
language”[tiab] OR interpretor[tiab]
2. Cognitive Dysfunction OR Dementiae275,280
"Cognitive Dysfunction"[tiab] OR "neurocognitive dysfunction"[tiab] OR "Cognitive impairment"[tiab] OR "neurocognitive impairment"[tiab] OR dementia*[tiab] OR amentia[tiab] OR alzheimer*[tiab]
3. Agede3,367,537
“Aged”[mesh] OR elderly[tiab] OR elderlies[tiab] OR centenarian*
[tiab] OR nonagenarian*[tiab] OR octogenarian*[tiab] OR septuagenarian*[tiab] OR sexagenarian*[tiab] OR geriatric*[tiab] OR senium*
[tiab] OR “senior citizens”[tiab] OR “older patients”[tiab] OR “older
persons”[tiab] OR “older adult”[tiab] OR “older adults”[tiab] OR “frail
elderly”[tiab] OR “older hospitalized”[tiab] OR “older hospitalised”[tiab] OR “older inpatients”[tiab] OR "aged adult”[tiab] OR "aged
adults”[tiab] OR "aged patient”[tiab] OR "aged patients”[tiab] OR
gerontolog*[Journal] OR geriatric*[Journal] OR aging[Journal]
4. Emergency Departmente258,275
"Emergency Service, Hospital"[Mesh] OR “Emergency Medical
Services”[mesh] OR emergicenter*[tiab] OR “acute care”[tiab] OR
“acute hospital”[tiab] OR “trauma center”[tiab] OR “trauma department”[tiab] OR “trauma center” [tiab] OR “trauma centre”[tiab] OR
“trauma unit”[tiab] OR “emergency Care”[tiab] OR “emergency service”[tiab] OR “emergency department”[tiab] OR “emergency departments”[tiab] OR “emergency center”[tiab] OR “emergency
centre”[tiab] OR “emergency ward”[tiab] OR “emergency wards”[tiab]
OR “emergency medicine”[tiab] OR “ED care”[tiab] OR “emergency
room”[tiab] OR “EMS care”[tiab]
5. 1 and 2 and 3 and 4 ¼ 73 results
6. 5 NOT (medline[Filter] ¼ 23 results
PICO 2d5 results
1. Communication Broade273,442
communicat*[tiab] OR teach-back[tiab] OR teachback[tiab] OR
“information transfer”[tiab] OR “obtain information”[tiab] OR “information exchange”[tiab] OR “information disclosure”[tiab] comprehend[tiab]
OR
Comprehension[tiab]
OR“understand
instructions”[tiab] OR literacy[tiab] OR "Plain language”[tiab] OR
Conversation*[tiab] OR pamphlet*[tiab] OR “patient handout”[tiab]
OR “patient education”[tiab] OR “medication knowledge”[tiab] OR
“drug knowledge”[tiab] OR “patient referral”[tiab] OR “occupational
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therapy”[tiab] OR “geriatric referral”[tiab] OR “followup appointment”[tiab] OR “follow-up appointment”[tiab] OR “referral to secondary care”[tiab] OR “patient engagement”[tiab] OR “family
engagement”[tiab] OR “caregiver engagement”[tiab] OR “family
meeting”[tiab] OR "geriatric consultation”[tiab] OR “shared decision
making”[tiab] OR “family decision making”[tiab] OR “caregiver decision making”[tiab] OR “patient decision making”[tiab] OR ampliﬁer or
ampliﬁers OR “vision aid”[tiab] OR “reading glasses”[tiab] OR “sign
language”[tiab] OR interpretor[tiab]
2. Cognitive Dysfunction OR Dementiae275,280
"Cognitive Dysfunction"[tiab] OR "neurocognitive dysfunction"[tiab] OR "Cognitive impairment"[tiab] OR "neurocognitive impairment"[tiab] OR dementia*[tiab] OR amentia[tiab] OR alzheimer*[tiab]
3. Discharged255,440 Discharge[tiab] OR discharged[tiab]
4. Emergency Departmente258,275
"Emergency Service, Hospital"[Mesh] OR “Emergency Medical
Services”[mesh] OR emergicenter*[tiab] OR “acute care”[tiab] OR
“acute hospital”[tiab] OR “trauma center”[tiab] OR “trauma department”[tiab] OR “trauma center” [tiab] OR “trauma centre”[tiab] OR
“trauma unit”[tiab] OR “emergency Care”[tiab] OR “emergency service”[tiab] OR “emergency department”[tiab] OR “emergency departments”[tiab] OR “emergency center”[tiab] OR “emergency
centre”[tiab] OR “emergency ward”[tiab] OR “emergency wards”[tiab]
OR “emergency medicine”[tiab] OR “ED care”[tiab] OR “emergency
room”[tiab] OR “EMS care”[tiab]
5. 1 and 2 and 3 and 4 ¼ 23 results
6. 5 NOT (medline[Filter] ¼ 5 results
Proquest Global Theses and Dissertations PICO 1d6 results on
March 25
noft((elderly OR elderlies OR centenarian* OR nonagenarian* OR
octogenarian* OR septuagenarian* OR sexagenarian* OR geriatric* OR

senium* OR (senior* NEAR/1 citizen*) OR ((older OR frail*) NEAR/2
(hospitalized OR hospitalised OR elder* OR patient* OR person* OR
inpatient* OR people OR adult*)) OR "aged adult" OR "aged adults" OR
"aged patient" OR "aged patients") AND (dementia* OR Alzheimer* OR
((cognitive* OR cognition* OR neurocogniti* OR neuro-cogniti*) NEAR/
3 (disORder* OR dysfunction* OR impair*))) AND (communication OR
"patient education" OR "shared decision making" OR comprehension
OR (instruction* near/3 (discharge* OR return OR caregiver* OR caregiver* OR patient* OR medication*)) OR (Medication near/2 knowledge)) AND ((acute NEAR/2 (setting OR care OR ward OR hospital)) OR
((Emergency OR emergencies) near/3 (care OR service* OR dispatch*
OR department* OR unit* OR ward* OR room* OR center* OR centre*
OR system* OR stay* or admit* or admission* or evaluation* OR assess*
OR medicine OR visit* OR Nurs* OR physician* OR clinician* OR
personnel OR patient* OR accidents))))
PICO 1d3 results on March 25
Noft((discharge OR discharged) AND (dementia* OR Alzheimer* OR
((cognitive* OR cognition* OR neurocogniti* OR neuro-cogniti*) NEAR/
3 (disORder* OR dysfunction* OR impair*))) AND (communication OR
"patient education" OR "shared decision making" OR comprehension
OR (instruction* near/3 (discharge* OR return OR caregiver* OR caregiver* OR patient* OR medication*)) OR ((aid OR aids OR magniﬁer)
near/2 (reading OR vision)) OR ((educat* OR nurse OR occupational OR
geriatric* OR service* OR appointment*) NEAR/5 (followup OR followup* OR referral)) OR (hearing near/2 ampliﬁer*) OR (Medication near/
2 knowledge)) AND ((acute NEAR/2 (setting OR care OR ward OR
hospital)) OR ((Emergency OR emergencies) near/3 (care OR service*
OR dispatch* OR department* OR unit* OR ward* OR room* OR center*
OR centre* OR system* OR stay* or admit* or admission* or evaluation*
OR assess* OR medicine OR visit* OR Nurs* OR physician* OR clinician*
OR personnel OR patient* OR accidents))))
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Supplementary Material 2

Identification

PRISMA Diagram for PICO-1
Records identified from
databases
(n = 7901)
Duplicate records removed
(n = 2450)
Records screened
(n = 5451)

Screening

Records excluded
(n = 5306)
Studies sought for retrieval
(n = 145)

Included

Studies assessed for eligibility
(n = 145)

Excluded studies (n = 124):
-Not ED-based 1 (n = 57)
-No comparison of PLWD with
no dementia (n = 53)
-Review article (n = 10)
-No communication/decision
making intervention (n = 2)
-Duplicated cohort (n = 2)

Studies included in review
(n = 21)

Identification

PRISMA Diagram for PICO-2

Records identified from
databases
(n = 4191)
Duplicate records removed
(n = 1504)
Records screened
(n = 2687)

Screening

Records excluded
(n = 2644)
Studies sought for retrieval
(n = 43)

Included

Studies assessed for eligibility
(n = 43)

Studies included in review
(n = 3)

Excluded studies (n = 40):
-Not ED-based 1 (n = 21)
-Not PLWD patients (n = 11)
-No communication/decision
making intervention (n = 4)
-Review article (n = 3)
-Age<65 (n = 1)
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Supplementary Material 3

Consensus Conference Ranking of Communication/Decision-Making Question
Priority Comparing ED Providers, Non-ED Providers, and PLWD/Care Partners
Research Priority RankdED Providers
(1) What are the barriers and facilitators of effective communication with PLWD (or
their care partners) during an episode of ED care, with attention to actionable
elements/ideas?
(2) What are valid and reliable measures or outcomes of “effective (short- and longterm) communication” in patients with dementia?
(3) How do individual, provider, and system-level factors that inﬂuence
communication for ED patients living with dementia (or their care partners)?
Examples: ethnic, gender, and socioeconomic factors or conscious or unconscious
biases.
(4) What are the best practices (when/how) for engagement of care partners in care
decision-making in the ED?
(5) How can each member of the ED care team (eg, social work, physician, tech,
nurses, etc.) ensure high-quality communication with PLWD, care partners, and
other team members?
Research Priority RankdNon-ED Providers
(1) What are the barriers and facilitators of effective communication with PLWD (or
their care partners) during an episode of ED care, with attention to actionable
elements/ideas?
(2) What are the best practices (when/how) for engagement of care partners in care
decision-making in the ED?
(3) How do individual, provider, and system-level factors that inﬂuence
communication for ED patients living with dementia (or their care partners)?
Examples: ethnic, gender, and socioeconomic factors or conscious or unconscious
biases.
(4) How can each member of the ED care team (eg, social work, physician, tech,
nurses, etc) ensure high-quality communication with PLWD, care partners, and
other team members?
(5) What are valid and reliable measures or outcomes of “effective (short- and longterm) communication” in patients with dementia?
Research Priority RankdPLWD/Care Partners
(1) What are the barriers and facilitators of effective communication with PLWD (or
their care partners) during an episode of ED care, with attention to actionable
elements/ideas?
(2) How can each member of the ED care team (eg, social work, physician, tech,
nurses, etc.) ensure high-quality communication with PLWD, care partners, and
other team members?
(3a) *What are the best practices (when/how) for engagement of care partners in care
decision-making in the ED?
(3b) * What are valid and reliable measures or outcomes of “effective (short- and longterm) communication” in patients with dementia?
(5) How do individual, provider, and system-level factors that inﬂuence
communication for ED patients living with dementia (or their care partners)?
Examples: ethnic, gender, and socioeconomic factors or conscious or unconscious
biases.

*These 2 questions received equal levels of support by PLWD/Care Partners.

